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Editorial 
After executing some rather complicated 
mathematics, I was recently able to determ ine 
that 17.7% of first year is married, as is 
29.4% of second year, 36.1 % of third year, 
and 40.1% of fourth year. Therefore, 30.8% 
or roughly 1/3 of Western 's medical students 
are married. In addition, there are several 
intending to join these ranks sometime in the 
next few months. Although I was unable to 
find individual class statistics for six and 
seven years ago, I did turn up a reliable list 
that, once subjected to further mathematics, 
revealed that in 1964 a mere 12.8% of all 
medical students were married. From talking 
to some of the more senior members of 
various departments, I can conclude that 
only twenty-five or thirty years ago, the 
married medical student was a rarity. A 
friend of mine who studied medicine in 
England just five years ago remembers being 
considered somewhat abnormal , in fact daft, 
by his Cambridge classmates when he 
became a married student. Even today in 
many European countries, married students 
are sure to raise eyebrows. This has been 
explained to me as an abuse of a medical 
education, for surely such a privilege 
deserves one's unfaltering devotion. The 
often mentioned explosion of medical 
knowledge apparently can not be handled 
along with the responsibilities of marriage. 
The obvious reversal in marital trends 
among medical students , at least in this 
country (I feel safe in extrapolating our 
figures to other Canadian schools) , was 
probably predictable if for no. other reason 
that they are in the age group that would be 
marrying anyway. Apparently, the average 
girl gets married at 20.3 years of age and the 
average boy at 22.8 years. This means tha~ 
medical students are in the age group dunng 
which most people are strongly attracted to 
a member of the opposite sex and act 
accordingly. Quite realistically, the fact that 
they are in medical school should not alter 
their actions in any way. In fact , from my 
own candid observations, it would appear 
that marriage has greatly helped the large 
majority of those students, if not all of 
them, to cope with the aforementione~ 
" explosion" . First of all , and most obviously, 
if one is inclined to direct one's attention to 
romantic pursuit, then surely it is more 
convenient to do so at one's leisure at home. 
1 don 't wish to blight those who cohabitate 
without marriage ; but, for convenience , in 
this essay I must work under the assumption 
that most heterosexual rooming arrangements 
are marital in origin. Since most medical 
students' wives do work, the financial 
benefits to a student marriage provide an 
added bonus. It 's nice to have a ready 
soundingboard who knows you and under-
stands you better than anyone else. To have 
a handy physiological specimen on whom to 
perfect intricate diagnostic manoeuvres is an 
obvious academic advantage. 
There are disadvantages to a student 
marriage too. Obviously every marriage is 
subjected to certain stresses and conflicts 
that must be faced. Beyond these, there are 
still further potential complications to a 
medical student marriage. The occasionally 
necessary periods of isolation, either behind 
a book or at the hospital , can produce a 
strained relationship-but this would indicate 
profound immaturity and lack of com-
munication, both of which should have 
precluded marriage in the first place, or at 
least are correctable. The one to four years 
of possible excessive financial stress is often 
the source of many trying moments, but these 
too are not overwhelming and in these days 
should be able to be met. 
I have not attempted to chronicle numerous 
advantages and disadvantages to the 
situation, but those briefly discussed are 
representative. I can only conclude that 
marriage between the two right people is a 
highly desirable state and should not be 
postponed by medical school. As far as those 
few misfits who devote themselves to 
studying and conclude that marriage would 
compound their problem of acquiring total 
knowledge (they deserve a whole editorial) , 
they 're going to be so busy harming them-
selves and their patients that perhaps it is for 
the best that they don 't mess up some poor 
girl 's life until later. 
One group not yet mentioned are those 
that marry another member of the medical 
school , for they indeed are unique. They 
must contend with their scholastic and 
clinical responsibilities and then at home 
must divide the day-to-day work. Many 
married medical students enjoy the luxury of 
perhaps not quite so much " home-keeping ", 
though they are by no means exempt from 
what would be ex;pected of any married 
individual with a working wife. 
On rereading this editorial I have found 
all sorts of dangerous generalizations-
something I'm sure plagues any editorialist. 
I trust that my readers will indulge this 
error of journalism, for this topic can not be 
safely subjected to generalizations but must 
be individualized, as must be every marriage. 
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Hodgkin's Disease: 
A Review and Retrospective Study 
INTRODUCTION 
The intent of this project is to study 
the records of 145 patients admitted to 
The Ontario Cancer Foundation, Windsor 
Clinic , with a diagnosis of Hodgkin 's 
disease from 1936 to 1964 inclusive, with 
special reference to incidence and staging. 
Firstly, the current literature relating to the 
clinical aspects and pathology of Hodgkin 's 
disease is reviewed. 
CLINICAL ASPECTS 
Hodgkin 's disease is defined as a disease 
of lymphatic tissue histologically characterized 
by the presence of Reed-Sternberg cells 
and variable proliferation of lymphocytes 
and histiocytes.' 
Onset 
The disease usually presents as painless 
enlargement of peri.pheral nodes which may 
have been preceded by an infection of the 
head and neck or an infection of the upper 
respiratory tract. Enlargement of the 
peripheral nodes has been reported' as a 
" first sign " in the following frequencies : 
1) cervical 60 - 80% ; 
2) axillary 6 - 20% ; 
3) inguinal 6- 11% . 
In this study the same order was seen , but 
in different proportions. 
TABLE I 
Initial Involvement of Lymph Nodes 
Cervical 68% 
Axillary 49% 
Inguinal 29% 
None 8% 
The primary site was not documented 
in each case and many patients presented 
with enlargement in more than one site. 
This may ex,plain the high incidence of 
axillary and inguinal node involvement. Only 
8% presented without peripheral lympha-
denopathy, a fact which indicates the 
importance of this initial sign. 
90 
Rocco Gerace '72 
John H . Maus, M.D. 
Course 
The course of Hodgkin 's disease may be 
quite variable and is often marked by 
subsequent exacerbations at varying 
intervals. Intrathoracic involvement, according 
to its severity, may present with dyspnoea, 
brassy cough , dysphagia, and / or pleural 
effusion. Retroperitoneal and abdominal 
disease may be associated, due to pressure 
from nodes, with such symptoms as 
gastrointestinal upset. If Hodgkin 's disease 
invades the gastrointestinal tract or is 
primary at that site, signs of obsVuction, 
bleeding , and / or nausea and vomiting may 
occur. In advanced stages, bone and the 
central nervous system may also be affected. 
The disease may also become systemic 
in nature. The presence of one of the 
following symptoms, which could not be 
attributed to other causes , would support 
a diagnosis of systemic disease: 
1) fever ; 
2) night sweats ; 
3) generalized pruritis ; 
4) weight loss in excess of 10%. 
The fever may be of the Pei-Ebstein type , 
marked by pyrexia of several days' duration 
followed by a remission from fever. Other 
symptoms of systemic disease not sufficient 
for definite diagnosis are malaise, 
weakness , fatigue, anaemia, leukocytosis , 
leukopenia, increased sedimentation rate , 
cutaneous anergy and alcohol pain. 
Also characteristic of Hodgkin 's disease 
is the patient's inability to develop delayed-
type hypersensitivity, which may ex,plain 
the relative high frequency of associated 
tuberculosis. 
Detection 
After a tissue diagnosis of Hodgkin 's 
disease has been made, the following 
investigations are desirable to determine the 
extent of disease, to permit accurate 
staging and to plan adequate treatment : 
1) Complete history and phys ical 
examination ; 
2) Complete blood count and platelet 
count as well as erythrocyte 
sedimentation rate ; 
3) Postero-anterior and lateral chest films ; 
4) Skeletal survey; 
5) Intravenous pyelogram and 
lymphangiogram ; 
6) Bone marrow study ; 
7) Liver tests , including serum alkaline 
phosphatase ; 
8) Renal function tests and urinalysis ; 
9) Documentation of cutaneous anergy. 
PATHOLOGY 
Some time ago, Hodgkin 's disease was 
classified histologically by Jackson and 
Parker into three types : Hodgkin 's 
paragranuloma, Hodgkin 's granuloma, and 
Hodgkin 's sarcoma. The granuloma group, 
which comprised about 90% of all cases , 
had the least prognostic significance. There 
was , therefore, an opening for a pathological 
classification with closer correlation to 
survival experience. Lukes et al. ' presented 
such a classification more closely linked 
to prognosis . Initially six types were 
described, according to the predominant 
histologic featu re: 
1) lymphocytic and / or hist iocytic (L & H) 
prolife ration ; 
2) lymphocytic and/or hist iocytic (L & H) 
diffuse ; 
3) nodular sclerosis ; 
4) mixed ; 
5) diffuse fibrosis ; 
6) ret icular. 
At a conference on Hodgkin's d isease at 
Rye, New York, it was decided that the 
original six types should be reduced to four 
readily usable groups. They are: 
1) lymphocytic predominance ; 
2) nodular sclerosis ; 
3) mixed cellu larity ; 
4) lymphocytic depletion. 
The comparative survivals and composition 
of each group are represented in Table II. 
The fi rst two (L & H) types of Lukes et al 
were grouped under lymphocytic 
predominance, the thi rd and fourth types 
remained the same, and the last two types 
were referred to as lymphocytic depletion. 
The older " granuloma" could have been 
any one of the four newer types. The value 
of Lu kes' classification in te rms of prognosis 
is evident from the statistics. 
TABLE II 
Comparison of Histopathological Classification' 
% of 15 yrs. Lukes et ai.-Revised at Rye %of 
Lukes et al. series % of 5 yr. 15 yr. J&P series 15 yr. 
series surv. 
L & H mod. 6 43% paragra- 8 40% 
lymphocytic 17 73% 33% nuloma 
L & H diff. 11 28% 
dominance 
g 
nodular sclerosis 39 15% nodular 39 46% 15% a 
sclerosis n 
mixed 26 32% 10% u 91 26.4% mixed cellularity 26 10% I 
cellularity 0 
m 
diffuse fibrosis 12 2% a 
lymphocytic 18 13% 3% 
depletion 
reticular 6 5% sarcoma <1 0 
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Any attempt to re-classify the Windsor 
Clinic cases using the histopathological 
reports was impossible because of the length 
of time over which the study had been 
carried out and the variation in pathologic 
reports. 
STUDY POPULATION 
One hundred and forty-five patients were 
admitted to the Windsor Clinic of The 
Ontario Cancer Foundation from 1936 to 
1964 inclusive. The series was screened 
and the records of 118 patients were accepted 
for study. Deletions were made for the 
following reasons : 
lack of pathological confirmation 19 ; 
recurrent disease 3; 
change of diagnosis 3; 
residual after chemotherapy 2. 
Two criteria were met by each patient in 
the series: 
1) The diagnosis was confirmed 
pathologically ; 
2) No previous treatment had been given 
(primary cases) . 
All cases were used in five-year follow-up 
but only 90 cases from the period 1936-1959 
could be used in the ten-year follow-up. 
INCIDENCE 
In the review series of 118 patients , 68 
were males and 50 were females for a 
male:female ratio of 1.4 : 1. This is slightly 
lower than that reported' by a survey of all 
the Ontario Cancer Clinics from 1932-1951 
where the male :female ratio was 1.6 : 1. ' 
Recent (not yet completed) statistics for 
the United States show' a comparable 
• ratio of 1.3 : 1. 
The crude five-year survival rate of the 
whole group was 42% . Survival by sex 
differed significantly. The five-year survival 
for males was 38% as compared with 
46% for females. The same variation was 
observed in other studies but with a lower 
absolute rate. In 1970, statistics for the 
United States five-year survival rates were:• 
male 32% ; 
female 40%, 
whereas a survey of the Ontario Cancer 
Clinics reported' the survival at five years as: 
male 28%, 
female 33%, 
for the microscopically confirmed cases. 
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The age incidence of Hodgkin 's disease 
in this study was shown to follow a bimodal 
curve (Fig . 1) with a peak between 20-40 
years and a second peak between 60-70 
years of age. In this paper the first peak 
will be described as "early onset" while the 
latter group will be referred to as "late 
onset". The same trend was not seen in the 
collected data from all the Ontario Cancer 
Clinics (Fig. 2). 5 In this material there was 
a peak incidence in the 20-30 year age 
group, then a gradual tapering off without a 
second peak. However, in a study by Peters 
et al. ' the age incidence was somewhat 
similar but without a distinct rise to a second 
peak. (Fig . 2.) 
The relationship of age of onset to 
prognosis can be shown by the crude five-
year survival rate of each age group. In the 
" early onset " cases the rate was 51% , 
compared with 20% for the " late onset" 
cases. The age of onset, therefore, may have 
some prognostic significance. 
It has been reported that five year 
survival rates in male and female are similar 
in older age groups. In the " early onset" 
group of Hodgkin 's disease the crude five 
year surviva l was 57% in female and 48% 
in males. In the " late onset" age group the 
survival rates were equal at 20%. 
However the numbers were very small and 
only trends could be noted in this series. 
TABLE Ill 
early onset late onset 
male 48% 20% 
female 57% 20% 
both 51% 20% 
STAGING 
An attempt was made to restage all cases 
in the series on the basis of recorded history 
and physical examination notes. Any signs 
missed at that time could only have 
resulted in a higher number of patients in 
the advanced stage groups. By deduction, 
therefore, any survival rates listed would be 
expected to be low. 
The cases were restaged according to 
the proposals adopted at a symposium on 
the "Obstacles to the Control of Hodgkin's 
Disease" held in Rye, New York, in 
September 1965.' 
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TABLE IV 
STAGE DESCRIPTION 
Disease limited to one anatomical region 
11 1. Disease limited to two contiguous anatomic regions on the same 
Ill 
IV 
side of the diaphragm 
2. Disease in more than two anatomic regions or two 
non-contiguous regions on same side of diaphragm 
Disease on both sides of diaphragm but limited to involvement 
of lymph nodes, sp leen and Waldeyer's ring 
Involvement of bone marrow, lung parenchyma, pleura, liver, 
bone, skin , kidneys, G.-I. tract, or any tissue or organ other 
than lymph nodes, spleen or Waldeyer's ring 
All stages subclassified as A or B to indicate absence or presence 
respectively of systemic symptoms 
Because of the small number of cases in this study, Stage II was taken as one 
entity and not divided into two parts. 
The final re-distribution into stages was as follows : 
STAGE NUMBER % OF SERIES 
27 23% 
IIA 42 36% 
JIB 5 4% 
lilA 18 15% 
I JIB 11 9% 
IV 15 13% 
SURVIVAL 
Survival rates were determined at five and ten years. In the five-year follow-up 
one case was lost to intercurrent disease, and in the ten-year follow-up three were lost. 
Because of the small number of cases the results cannot have statistica l significance 
and only trends may be seen. (Fig . 3) 
3 : S"''"iv•l A-<1~e o" ~od~ \tin's Oi~o.u. 
Ctncc.r Fo... Q.+lon ') Wi n~Sof' C.l i11ie 
0 
"' 
Stage 
A 
II 
B 
A 
Ill 
B 
IV 
Totals 
~ ~ '1 tClf' fZlJ ~ 10 "tf-'1' t::l ~ 
TABLE V 
5 YEAR SURVIVAL - 1936-1964 inclusive 
Excl. due 
# patients Alive at 5 yrs. to I.D. 
27 15 0 
42 26 0 
5 0 
18 4 
11 0 
15 2 0 
118 49 
5 YEAR 
SURVIVAL 
56% 
62% 
20% 
24% 
9% 
13% 
42% 
95 
TABLE VI 
10 YEAR SURVIVAL- 1936-1959 inclusive 
Excl. due 10 YEAR 
Stage # patients Alive at 5 yrs. to I.D. SURVIVAL 
16 
A 36 
II 
B 4 
A 12 
Ill 
B 10 
IV 12 
Totals 90 
The trend shows a decreasing survival 
with increase in stage. However, the few 
cases with systemic disease make these 
figures unreliable. The liB rate seems valid 
but that for IIIB (especially ten-year) seems 
higher than would be expected. The 
five-year survivals do show the poorer 
prognosis inherent in systemic disease. 
The difference between survival rates of 
stages I and II in the five-year study 
is an unexpected result. This may illustrate 
a fault in the system of staging which 
prompted a change in which 11-1 was made 
Stage 1.' Except for these factors, the 
staging seems to have been a valid 
indication of prognosis. 
Summary 
1. The clinical picture of Hodgkin 's disease 
was discussed with special reference. to 
1) onset; 
2) course; 
3) means of detection. 
2. The pathological classificat ion of Lukes 
et al. was reviewed briefly. 
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8 
14 
0 
25 
53% 
2 41% 
0 0 
0 8% 
0 10% 
0 8% 
3 29% 
3. After defining the study population, the 
incidence of Hodgkin 's disease with 
reference to age and sex was discussed 
and compared with other studies. 
4. Each case was restaged according to the 
proposals adoptetd at a symposium on 
" The Obstacles to the Control of Hodgkin 's 
Disease", held in Rye, New York. The 
results were then correlated with survival. 
Conclusion 
This study shows the value of a 
retrospective analysis with respect to 
staging. The value of staging Hodgkin 's 
disease according to the Rye Conference to 
give prognostic evaluation may also be 
appreciated. With regard to the pathology of 
Hodgkin's disease, the va riation in 
pathologic reports makes any retrospective 
study in this field impossible. 
The author expresses his appreciation 
to the Ontario Cancer Foundation for the 
Ivan Smith Scholarship and the use of records 
which were essential to the writing of 
this paper. 
eight references provided 
Pathological Photoquiz 
This elderly man developed renal failure following intravenous pyelography and died 
one month later. At autopsy, both kidneys were pale and swollen with petechial 
hemorrhages in the cortex, and weighed over 300 grams. 
Section is from the renal medulla. 
QUESTIONS: 
1. What is your diagnosis? 
2. What two laboratory tests would substantiate your diagnosis? 
Answers are found on page 106. 
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Humors Approach to Medicine or 
Instantaneous Pharmacology 
While more and more pharmacologists are 
studying the effects of ever more esoteric 
synthetic chemicals, several Brit ish 
investigators have continu ed to apply the 
methods of pharmacology to physiological 
prob lems involving the re lease and fate of 
endogenous humoral agents. Last year I was 
fortunate to be able to work in the laboratory 
of one of these pharmacologists , Prof. John 
Vane , at the Royal College of Surgeons of 
England. In 1946 we had both arrived at 
Oxford to study under Prof. J. H. Burn, an 
authority on neurohumoral pharmacology and 
biological assay.' Vane has maintained those 
interests ever since. Although I am quite 
aware that a dissertation on biological assay 
per se is not guaranteed to send most 
present-day students of medicine into ecstasy, 
I am just as sure that many will be intrigued 
by the ingenious approaches, using bioassay 
methods, which Vane and his colleagues have 
made to the problems of the body's reactions 
to va rious kinds of insults. Their studies of 
hypotension, haemorrhage, coronary 
occlusion, anaphylaxis and the mechanism 
of action of a variety of drugs are of 
fundamental interest to medicine. 
In a classical bioassay the activity of, say , 
an oxytocin preparation is compared' to that 
of an International Standard on isolated strips 
• of rat uterine muscle-a test to try the 
pharmacologist as well as the drug. Vane 's 
bioassays are dynamic and allow the 
monitoring of almost instantaneous changes 
in the concentrations in circulating blood of 
such important endogenous humors as the 
catecholamines, serotonin , angiotensin , 
histamine, bradykinin , vasopressin, 
chol ecystekinin and prostaglandins. This type 
of assay is also trying to the pharmacologist , 
but fatali t ies are more li kely to be due to 
fatigue than to boredom. 
In 1958 Vane' first described a blood-
bathed organ technique of bioassay based on 
the p rinciple of superfusion in which th e 
assay tissues are bathed in a stream of blood 
rathe r than in an artificial salt solution. (In 
" superfu sion " the bathing f luid runs over the 
tissu es; in th e more c lassical "p erfu sion ", 
through the tissues.) Since then , the 
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technique has been modified and improved 
and has proved to be remarkably versatile.' 
Heparinized blood is removed continuously 
from an anaesthetized animal, assayed for 1ts 
content of humoral substances by superfusion 
over a series of isolated smooth muscle 
preparations and then returned intravenously. 
The choice of isolated organs depends on the 
substances to be assayed and also on the 
circumstances of the assay. Because there 
are no steps of purification or extraction , the 
assay must gain specificity in other ways . 
It is usually possible to find a piece of 
smooth muscle which is particularly sensitive 
to the humoral agent under invest igation and 
relatively insensitive to other substances. The 
rat colon , for example , is very sensitive to tile 
contractor action of angiotensin but relati ve ly 
insensitive to other substances likely to be 
found in the ci rculation , such as serotonin and 
bradykinin . The cat jejunem is specifica ll y 
sensitive to bradykinin and the chick rectum to 
adrenaline. Specificity of the bioassay can be 
further increased by the use of antagonists, 
for example , circulating serotonin can be 
distinguished from substances such as 
prostaglandins by use of the specific 
antagonist methysergide. Up to three tissues 
can be conveniently superfused in series and, 
with an a-channel recorder, two banks of 
assay organs can be used with three tissues 
in each bank, the other two channels being 
used to monitor the experimental animal. 
Careful selection and combination of two or 
more of the assay tissues will allow 
quantitative determination in the circulation 
of a whole host of humors. With the blood-
bathed organ technique the release into the 
circulation , distribution and fate of several 
vaso-active hormones have been studied.' 
CATECHOLAMINES 
The concentrations of catecholamines in 
dog and man were measured by Vane and 
his co lleagues' during activation of arterial 
baroreceptor reflexes. In anaesthetized dogs 
carotid occlusion caused marked pressor 
responses but minimal changes in the rate of 
secretion of adrenaline (2 microgm/ min). 
Infusions of this low amount of adrenaline 
caused barely discernible pressor effects. In 
volunteer human subjects blood was 
withdrawn from the brachial artery but the 
rate of blood flow over the assay tissues was 
reduced to 2.5 ml/min. After bathing the 
tissues the blood was not returned to the man 
for obvious reasons. Some subjects were 
given a transfusion intravenously at the same 
rate as the arterial blood was withdrawn. 
One man was subjected only to the effects 
of gravity-a sudden shift of position from 
lying to standing. To the other five, lower 
body suction was applied up to the iliac 
crests. This stress was of varying degrees 
and for varying periods, but in each subject 
on at least one occasion suction was 
continued to the limit of to lerance. By this 
means, the mean arterial pressure was 
reduced sometimes to very low levels. 
Changes in catecolamine secretion were 
detected in only two of the six subjects and 
then amounted to only about 5 microgm/min 
in each when fainting was imminent. Circula-
ting catecholamines , therefore, appear to play 
little or no part in arterial baroreceptor 
reflexes. These results are difficult to 
reconcile with the concept that adrenal 
medullary secretion is reflexly induced by 
arterial baroreceptor stimulation as was 
suggested for the hypotension associated with 
haemorrhage or endotoxin shock. The 
selective activation of sympathetic nerves by 
carotid occlusion is also difficult to reconcile 
with the concept of generalized sympatho-
adrenal activation. 
If baroreceptor stimulation does not induce 
much adrenal medullary secretion , what 
does? Catecholamines are released into the 
circulation during hypoxia, hypoglycaemia, 
and anaphylaxis. Of the substances thought 
to be released by the anaphylactic reaction , 
histamine, bradykinin and SRS-A will all 
increase adrenaline levels when injected 
intravenously.' Angiotensin can also release 
medullary adrenaline in certain species.•• b It 
is interesting that the adrenal medulla has a 
different s,pecificity for chemical stimulation 
from that of sympathetic nerve endings. 
Tyramine releases noradrenaline from 
sympathetic nerve endings but little or no 
catecholamines appear in the bloodstream,' 
whereas anoxia appears to release 
catecholamines from the adrenal medulla but 
not from sympathetic nerves.• 
HAEMORRHAGE HYPOTENSION 
That haemorrhage and hypotension lead to 
increased levels of catecholamines has been 
reported by a number of authors. Glaviano et 
al9 found that during the phase of irreversible 
haemmorrhagic shock the adrenals of dogs 
continued to secrete adrenaline at very low 
levels of blood pressure. This prolonged 
secretion of adrenaline may be responsible 
for causing some of the metabolic and 
haemodynamic alterations in shock. Even 
after reinfusion of the shed blood the plasma 
adrenaline levels remained more than four 
times those in the control period at a time 
when the mean arterial pressure had 
recovered . According to Vane', this makes it 
doubtful that adrenaline secretion is being 
governed by reflex mechanisms involving 
blood pressure regulation . Rather, it suggests 
a direct form of stimulation by a humoral 
substance. It is known that angiotensin is 
active in releasing catecholamines from the 
adrenal medulla. 
Vane and his group have demonstrated not 
only increased circulating levels of adrenaline 
following haemorrhage but also that both the 
rate of generation and the blood 
concentration of angiotensin are increased.'" 
They found a consistent inverse correlation 
with central venous pressure but not with the 
systemic , renal arterial or venous pressures. 
Further experiments led them to conclude that 
~hanges of blood volume bring about changes 
1n the rate of generation of angiotensin ; the 
efferent limb of this reflex involves the renal 
nerve and renin secretion. The afferent 
pathway remains to be elucidated but 
probably involves volume receptors in the 
great veins , atria or pulmonary circulation . 
The systemic baroreceptors do not appear to 
be of primary importance. Angiotensin has 
been shown to have siginificant effects on 
arterial pressure and it also liberates 
adrenaline. Perhaps even more important, 
angiotensin is a potent stimulus for 
aldosterone secretion. " The renin-angiotensin 
system, therefore , seems to be involved in 
both short and long-term homeostatic 
responses to changes in blood volume. 
The most recent studies at the Royal 
College with the blood-bathed organ 
technique during hypotension due to 
haemorrhage have revealed " a significant 
increase in kinin concentration in arterial 
blood-a concentration sufficient to reduce 
normal blood pressure. The kinins appeared 
earlier and in higher concentration in portal 
venous blood than in systemic blood. 
Additional evidence for the presence of a 
bradykinin-like substance during haemorrhage 
was obtained by using kininase inhibitors. 
Both dimercaptopropanol and bradykinin-
potentiating factor increased the concen-
trations not only to infused bradykinin but 
also during both the early and late stages of 
haemorrhagic hypotension. Their studies 
suggest that the generation of kinins was due 
to the presence in the circulation of a kinin-
forming enzyme, such as kallikrein , and that 
the site of activation or release of kallikrein is 
the gastro-intestinal tract. The mechanisms by 
which kallikrein is activated or released is 
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not known but may involve cellular hypoxia, 
release of enzymes from lysosomes, and the 
acidosis resulting from the disturbed 
metabolism during shock. In these 
experiments adrenaline consistently appeared 
before the kinins. It is known that adrenaline 
can release kallikrein from carcinoid tumors 
and it is possible that kinins originate by a 
similar mechanisms after haemorrhage. 
Reinfusion of the shed blood stopped the 
generation of kinins, which suggests a 
physiological stimulus rather than cell death 
for the release of kallikrein. 
The spontaneous uptake of blood which 
occurs when dogs are subjected to prolonged 
haemorrhagic hypotension is probably 
associated with the appearance of kinins in 
the circulation . Circulating kallikrein leads to 
dilation of the smaller arteriolar vessels , 
especially in the mesenteric circulation . This 
action would tend to improve the perfusion of 
peripheral vascular beds but may be nullified 
by the release of catecholamines. The main 
influence of kinins in shock may be their 
ability to increase vascular permeability which 
would contribute to the well-known fluid 
shifts. 
CORONARY OCCLUSION 
One of Vane's colleagues, now working in 
Warsaw with the blood-bathed organ 
technique, has found " that production of 
cardiac infarction in dogs by sudden coronary 
occlusion leads within a few minutes to a 
prolonged output of adrenaline into the 
circulation and this can occur without any 
change in mean arterial pressure. Presumably , 
therefore, there is no stimulation of arterial 
baroreceptors. After infarction there is a 
striking correlation between the secretion of 
medullary adrenaline and cardiac arrhythmias. 
In a few dogs coronary occlusion did not 
induce adrenaline secretion and there were 
no cardiac arrhythmias, but when adrenaline 
was infused at rates equivalent to those 
occurring in the other experiments , cardiac 
arrhythmias were produced. The same rate of 
infusion of adrenaline before coronary 
occlusion did not produce arrhythmias. 
Evidence is therefore accumulating that th e 
adrenal medulla and other parts of the 
sympathetic nervous system can be 
selectively and individually activated , not only 
by central control but also by humoral agents 
and by drugs.• 
FATE OF CIRCULATING CATECHOLAMINES 
Vane and his co-workers have found that 
adrenaline and noradrenaline have a half-life 
in the circulation of less than 20 seconds," 
and that whereas intravenous infusions of 
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adrenaline passed through the pulmonary 
circulation without loss, up to 30% of the 
infusions of noradrenaline disappeared in the 
lungs. " The implications of these findings are 
important: when a mixture of adrenaline and 
noradrenaline is released from the adrenal 
medulla, the lungs preferentially remove some 
of the noradrenaline, thereby increasing the 
proportion of adrenaline reaching the arterial 
circulation. Indeed, Vane thinks' that 
noradrenaline may have little significance as 
a circulating hormone; its release from the 
medulla may be only a means of replenishing 
stores in the lungs. Moreover, drugs which 
interfere with uptake or storage of nora-
drenaline may cause some of their 
potentiat ing effects on the cardiovascular 
system not only by preventing uptake in 
peripheral tissues , but also by interfering with 
uptake in the lungs, thereby allowing more of 
the injected noradrenaline to reach the 
arterial circulation. This year, we found " that 
the antidepressant agent , desmethylimi-
pramine, markedly prolonged both the pressor 
effects of a given intravenous dose of 
noradrenaline and the length of time it 
remained in detectable amounts in the 
arterial circulation . Earlier, Vane had found"" 
in both cats and dogs that from 17 to 95% 
of an intra-arterial infusion of adrenaline or 
noradrenaline disappeared in one passage 
through the hind quarters-results which 
suggest a very active uptake process for 
catecholamines. 
Serotonin (5-hydroxytryptamine) This 
substance can be released into the circulation 
in several conditions : carcinoid tumours , 
during " dumping " etc., and the serotonin 
released from platelets has been implicated 
in the airway constriction that develops after 
pulmonary emboli or with bacterial endotoxin.• 
Vane and his colleagues have done a number 
of experiments to determine what happens 
to the serotonin after it is released into the 
portal circulation . It first comes into contact 
with blood, where it has a half-life of one to 
two minutes," which demonstrates that 
although uptake into platelets can occur," 
this process does not bring about rapid 
inactivation in the blood stream. The amine 
then reaches the liver and they found that 
20% to 80% of the serotonin which enters 
the portal circulation disappears there." The 
remainder reaches the lungs where it 
encounters a tremendously active removal 
process. They found that up to 98% of an 
intravenous infusion of serotonin into 
anaesthetized dogs disa,ppeared in a single 
passage through the pulmonary circulation ." 
Thus, the body has two lines of defence to 
prevent serotonin released in the gut from 
reaching the arterial circulation ; the liver and 
lungs together can reduce the arterial 
concentration to less than 1% of that in the 
portal blood in one circulation . Only in 
situations where this protective mechanism is 
overwhelmed or disturbed-as may happen in 
carcinoid , or after drugs such as hexametho-
nium'0-or is by-passed-as may happen 
when serotonin is released from platelets or 
from lungs during anaphylaxis-is serotonin 
ever likely to be effective as a circulating 
hormone. Vane concludes ,' therefore, that the 
role of serotonin in the body must be that of 
a local hormone. 
Bradykinin Activation of plasma kinino-
genase (kallikrein) leading to the formation of 
kinins in the blood may occur in asthma, 
anaphylaxis , pulmonary oedema, pancreatitis, 
infection, reactions to blood transfusions, 
burns, haemorrhagic and endotoxin shock." 
It is also thought that bradykinin may be 
formed locally in many types of 
inflammation." Ferreira and Vane" studied the 
tate of bradykinin in the circulation and found 
it to be fairly rapidly destroyed in blood, with 
a half-life in the blood stream of the cat or 
dog of about 17 seconds. They went on to 
show that the liver inactivated about 50% of 
a bradykinin infusion, the lungs about 80% , 
but the hind limbs only about 30% . Again the 
importance of the lungs in protecting the 
arterial circulation from this vaso-active 
substance is stressed.' When the pulmonary 
inactivation mechanism is by-passed by the 
formation of bradykinin within the arterial 
circulation through the action of circulating 
kallikrein , then bradykinin will have important 
systemic effects ;" otherwise its role is likely 
to be one of a local hormone.• 
Prostaglandins may be released into the 
circulation under a variety of conditions• such 
as stimulation of the cerebral cortex , 
cerebellum, spinal cord , adrenals , diaphragm, 
stomach and spleen. Piper and Vane have 
recently demonstrated," using the superfusion 
technique with isolated lungs from sensitized 
guinea pigs , that two ,Prostaglandins are 
released during anaphylaxis as well as 
histamine, SRS-A, and an unknown vaso-
active substance which they call " R.C.S. "" 
(Release of the latter is inhibited by 
acetylsalicylic acid.) Moreover, after 
stimulation of the spleen either by the nerves 
or by adrenaline, both prostaglandin E, and 
F,, are detectable in the splenic vein." Vane 
has found" that these prostaglandins are 
stable in blood, but the liver removes more 
than 80% of an infusion and the lungs more 
than 95%. Thus little of the postaglandins 
liberated from intestine or spleen will pass 
the liver and less than 5% of that will pass 
the pulmonary circulation. He concludes• that, 
as is the case for acetylcholine, serotonin , 
and bradykinin, the body has a very efficient 
mechanism to prevent prostaglandins from 
reaching the arterial circulation. Those 
released during anaphylactic responses of the 
lungs will, however, reach the arterial 
circulation and this may be one situation in 
which they have a potent cardiovascula r 
effect. 
LOCAL AND CIRCULATING HORMONES 
From these and other studies on the 
removal of vaso-active hormones from the 
circulation Vane has concluded' that, 
contrary to popular belief, blood is relatively 
ineffective in inactivating these humors, 
except for acetylcholine, and the liver is less 
effective than the lungs. The lungs are very 
important for removing serotonin , angiotensin I, 
bradykinin and the prostaglandins. 
Noradrenaline is only partly removed by the 
lungs, and adrenaline, histamine, and 
vasopressin are not removed at all. Because 
affinity for storage sites in the lungs may 
not parallel pharmacological activity, a 
relatively inactive substance may displace a 
much more active substance directly into the 
pulmonary venous blood and thence into the 
arterial circulation ; for example, serotonin has 
been shown to release histamine into the 
blood perfusing isolated lungs. Because 
serotonin , angiotensin I, bradykinin and 
prostaglandins disappear in the pulmonary 
circulation, they are unlikely to reach target 
organs through the arterial circulation. 
However, the inactivation mechanisms of the 
lungs may sometimes be by-passed or over-
whelmed. For instance, there may be a 
continuous release of bradykinin by a 
circulating enzyme such as kallikrein and of 
serotonin from platelets or from the lungs. 
Angiotensin I may also be released on the 
arterial side of the circulation by renin. The 
release of substances by the lungs them-
selves may also be important. These results 
suggest that defects in the protective function 
of the pulmonary circulation may lead to 
disease states. 
The circulating hormones are those which 
pass through the lungs either unchanged, as 
adrenaline, histamine and vasopressin , or 
with increased activity-angiotensin I to 
angiotensin II. Some of these, e.g. catechola-
mines and angiotensins, are efficiently 
removed by the peripheral vascular beds, 
either by an uptake or any enzymic process. 
The efficency of the various metabolic 
processes associated with the pulmonary 
circulation suggests that vaso-act ive 
hormones can be divided into at least two 
types : local and circulating hormones. The 
local hormones are those which are 
effectively removed by the lungs and if they 
have a physiological function , it is probably 
localized at or near the site of release. 
Another interpretation of these results is that 
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those substances which are inactivated by 
the lungs have a selective hormonal function 
on the smooth muscle in the venous or 
pulmonary circulation. For these reasons the 
general description of a substance as a 
hormone may have to be further qualified to 
" local " hormone, "venous" hormone, 
" pulmonary " hormone, or " arterial " hormone, 
depending on the site of release or formation , 
and on the target organ. It is intriguing to 
think that venous blood may be full of 
noxious, as-yet-unidentified chemicals 
released from peripheral vascu lar beds, but 
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After listening to their mother's garbled and 
mythical version of the facts of life , 
the precocious first grader said to his 
younger sister: " Gee, I didn 't know Dad was 
the kinda guy who would do it with a stork!" 
Psychiatrist says one good thing about 
being a kleptomaniac is that you can always 
take something for it. 
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A careless pheasant hunter crawled 
through a fence with his gun cocked. He is 
survived by his wife, three chi :dren, and a 
pheasant. 
Doctor: "You say you have been married 
for five years and have no children." 
Hollywood Showgirl : " Yes , I made a mistake 
in marrying a director instead of a producer. " 
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In Part 1 of this series, a brief reference 
was made to our training program. In this 
Part, we will consider training in more detail. 
When a new employee joins the Company, 
he is given a basic training course covering 
70 hours of instruction. The subjects that he 
studies are as follows : 
1. Company Administration. 
2. Company Rules and Regulations. 
3. Patient Administration. 
4. Radio and Telephone Procedure. 
5. Patient Handling. 
6. Ambulance Equipment. 
7. Vehicle Maintenance and Driving. 
8. Anatomy and Physiology. 
9. Red Cross First Aid. 
It is interesting to note that under the 
provisions of the United States Highway 
Safety Act of 1966, the National Highway 
Safety Bureau published " Highway Safety 
Program Standard No. 11-Emergency 
Medical Services". " Standard No. 11 " 
recommended that ambulance personnel be 
trained in specified areas of emergency care. 
It further recommended that a basic training 
course be developed as a necessary first step 
in an extended program to increase the 
competence and professionalism of all 
ambulance personnel. A basic training course 
was developed and involved 71 hours of 
instruction. 
Our basic training course, therefore, is 
comparable in course-content and hours 
required to that recommended by the U.S. 
National Highway Safety Bureau, U.S. 
Department of Transportation. Our course 
encompasses the knowledge and skills 
required to perform all emergency care 
procedures short of those rendered by 
physicians or by paramedical personnel under 
the direct supervision of a physician. Once 
the new employee has successfully completed 
the basic training course, he is ready to 
observe how the knowledge he gained is 
applied to ambulance operations, and is 
assigned as a third man to an ambulance. 
During this phase of his training , he is 
able to observe the various types of patients 
that he will most likely be required to give 
assistance to in the way of first aid. He is 
also given every opportunity to respond to 
every type of ambulance call. This enables 
him to make a mental assessment of his 
capabilities and permits us to make an 
assessment of his reactions under various 
conditions. As a third man, he is required to 
assist in the loading and unloading of the 
patient ; but he is not permitted to render 
first aid , nor to engage in conversation with 
the patient. When not on an ambulance call , 
he gains practise in the skills and drills 
required, and is tested on the use, care and 
maintenance of the ambulance equipment. 
After a further period of three to four weeks 
of training and riding as a third man, he is 
now ready to assume the position of an 
ambulance attendant. 
It was mentioned in Part 1 of this series, 
that refresher training is carried out on a 
regular basis. The new employee is absorbed 
into this training and progress in knowledge 
and skill . 
The Ontario Hospital Services Commission 
conducts a Casualty Care Course for 
Ambulance Attendants , at Canadian Forces 
Base Borden. This is a four week course 
covering the following subjects : 
1. FirstAid. 
2. Anatomy and Physiology. 
3. Oxygen Therapy. 
4. Patient Handling. 
5. Resuscitation. 
6. Light Rescue, including extricating a 
patient from a motor vehicle. 
Thames Valley Ambulance Limited, is 
allotted vacancies on these courses, and 
103 
candidates are selected in accordance with 
their ability. An employee, after a year 's 
service, is elig ible to compete with senior 
employees for the opportunity to attend the 
course. Further to examinations being 
conducted to determine the employee with 
the best knowledge, the overall performance 
of the employee is considered. The one that 
rates highest in both of these factors , is 
selected to attend the course. On successful 
completion of the course, the employee is 
rewarded with an increase in pay. 
In Ontario, the ambulance attendant of the 
future will be a highly skilled medical 
technician . 
A twelve-month pilot course conducted at 
Queens University, Kingston , in conjunction 
with Hotel Dieu Hospital will be completed 
in February, and a second course will 
commence shortly thereafter. These courses 
are being conducted under the auspices of 
the Ontario Hospital Services Commission. 
We will have the opportunity to send some of 
our personnel on future courses. 
In summary, it can be said that t raining is 
a necessary adjunct to the employees job, 
therefore, our personnel are required to 
participate in a continual and comprehensive 
training program. 
A well trained ambulance man, would not 
be able to do his job properly and efficiently, 
if he were not provided with the proper 
equipment. This equipment ranges from a 
suitable vehicle to the smallest bandage. The 
ambulances in Ontario are of a standard 
design and carry the same standard 
equipment. 
The standard vehicle is a Ford Econoline. 
The dimensions of this vehicle are greater 
than any other ambulance in production 
today. The patient compartment is 120 inches 
long, 69 inches wide and 53 inches high . The 
• interior of the patient compartment is 
constructed of light fibreglass , which reduces 
road noise and provides greater rididity. It 
has a 110 volt generating system to 
accommodate such appliances as incubators. 
* 
" I was abroad myself for two years but a 
Psychiatrist fixed me up". 
OVERHEARD AT THE SKIN CLINIC: 
Beautiful young thing : " I've got an itch 
between my toes". 
Dermatologist: " Oh , which toes?' ' 
Beautiful young thing : " The big ones." 
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* 
The Ford Econolines are converted in 
Ontario to ambulances in accordance with 
the Ontario Hospital Service Commission 
specifications. 
The equipment carried in each ambulance 
is as follows : 
1. Gauze, flannellette and triangular 
bandages. 
2. 4" x 4" and 8" x 10" sterile bandages. 
3. 3" x 60" pressure bandages. 
4. O.H.S.C. large pressure bandages and 
abdominal pads. 
5. Air, canvas and Thomas splints. 
6. Star chair, jump cot, folding cot, pole 
stretcher and all level stretcher. 
7. Oxygen equipment, inc luding the Elder 
C Ventilator, oxygen masks and 
catheters. 
8. Ambu and / or Hope Resuscitators. 
9. Suction units. 
10. Oropharyngeal and Brooks airways. 
11 . Back board for spinal and neck injuries. 
12. Cervical Collar for neck and spinal 
injuries. 
13. Urinal , Bed pan and " K" basin . 
14. First Aid Kit. 
15. Blankets, sheets and pillow cases. 
The equipment listed above , is stored in 
the ambulance, where it can be conveniently 
and quickly located by the attendant, and at 
the same time not obstruct the patient 
compartment. 
Each ambulance is equipped with a two-
way V.H.F. radio, which permits com-
munications from ambulance to Base and 
ambulance to ambulance. A siren and rotor 
lights for emergency use are mounted on 
each ambulance. 
Part 3 of this series will describe our 
communications system and ambulance 
operations. 
* 
While attending an engagement party given 
by his friends, the young fellow boasted of 
his past sexual exploits . " You know", he 
declared, looking over the assembled guests, 
"I've slept with every girl here, with the 
exception of my sister and fiancee. " 
"That's interesting ," his friend responded , 
" Between the two of us, we've had them all " . 
The Challenge of Chiropractic Part 2 
Jim Hicks '71 
(Ed. Note : This is the second of a three part series by Jim Hicks on chi ropractic.) 
In the last article, the position of the 
chiropractor in the eyes of the public , and 
the basis of chiropractic technique was 
outlined. In this issue the position of the 
chiropractor as seen by the medical 
profession and the government will be 
reviewed . 
At one time, chiropractors were much 
maligned both by the government and by 
the medical profession. The chiropractors 
have made much more progress in winning 
the support of governments than they have 
in changing the opinion of the medical 
fraternity. While the medical profession has 
been fighting the institution of gove~nment-. 
controlled medical insurance, the ch1 ropract1c 
profession has not seen fit to do this . Their 
battle to enter government schemes has been 
difficult but much more successful than 
the medical profession 's attempt to stay out. 
It might be argued that the resistance of 
orthodox medicine helped make the 
government more receptive to the inclusion 
of chiropractic services. There must be some 
reason for the sudden change in government 
attitude which is outlined below. 
In 1968, Ontario Health Minister Matthew 
Dymond was asked about the inclusi~n of 
chiropractic services in OMSIP. He sa1d, 
" It is quite impossible to say if or when 
chiropractic services will be included in 
OMSIP. In the view of the government , there 
are several other health care services of much 
higher priority-dentists and drugs for 
example." Many people would probably agree 
with these sentiments but since that t1me 
the services of a chiropractor have been 
covered by OMSIP while people with f~ll 
OMSIP coverage are still paying for the1r own 
drugs and expenses or else doing without. 
It is true that the cost of free drugs and 
dental services would be more expensive 
than the cost of chiropractic services but 
the cost of chiropractic services is still 
considerable. Next to doctors and dentists, 
chiropractors have the highest gross incomes 
in the medical professions. 
Many dentists are concerned over the 
government's revised priorities. Dr. Leakey, 
the London Dental Officer of Health for one 
feels that the government could have gotten 
a much more worthwhile return on its 
investment if it had used the same amount 
of money to provide partial coverage of 
certain dental needs. I am sure that other 
dentists who have seen dental neglect due 
to financial reasons would agree with him. 
The other group of people who are upset 
by the government's action is th e physio-
therapists . Although these people receive 
four years of approved training their services 
are not covered by government plans except 
in the hospital setting . The disc repancy in 
income is also a concern to the physio-
therapists who consider themselves to be just 
as well trained as most chi ropractors. 
Probably even more important than the 
political arguments, although they are 
naturally related , are the medical arguments . 
While interviewing several general 
practitioners , a few of these admitted that 
they sometimes referred patients to a 
chiropractor when conservative treatment 
had failed to produce symptomatic relief. 
The orthopedic surgeons with whom I talked 
were not so tolerant of the chiropractic 
technique. Many of these surgeons feel that 
one of the first principles of medicine 
" First, do no harm" is far too frequently 
overlooked by the chiropractor, not 
necessarily out of lack of concern for the 
patient but simply out of ignorance. The 
ways in which this can occur are several. 
There is the fear that serious disease may 
be overlooked and hence proper treatment 
may be delayed while the chiropractor is 
busy manipulating the spine. By the time 
the patient sees an M.D. the pathology may 
be irreversible or at least much more 
advanced than it was at the beginning of 
chiropractic treatment. In the same vein , 
there have been reports of people who on 
the advice of their chiropractors have stopped 
their normal medications such as insulin 
and then suffered serious relapses in a well 
controlled disease. 
Chiropractors will dismiss this argument 
and claim that they are well qualified to 
diagnose illness and will if necessary refer 
patients to an orthodox doctor. They also 
say that since they take routine x-rays of 
all their patients , they are not likely to miss 
anything that is very serious. They claim 
105 
only to treat patients in whom their is a 
demonstrable " misalignment " of the spine. 
Having seen some of the x-rays on which 
the diagnosis of spinal misalignment or 
subluxation is made, I feel that such a 
diagnosis is likely to be made on very 
minimal radiographic evidence. A similar 
reaction was recorded from an orthopedic 
surgeon when I mentioned that chiropractors 
usually take x-rays before beginning 
treatment. His reply was " Too bad that 
they don 't know the first thing about reading 
them. " It is easy to accept the argument 
that people trained to believe that spinal 
subluxations are the cause of most if not 
all disease might be more likely to overlook 
causes of illness that are most unlikely to 
respond to spinal manipulation. Actually the 
taking of x-rays indiscriminately in every 
patient that one sees can be criticized as 
can the abuse of any laboratory aid that 
is unnecessary and that has some hazardous 
side effects. 
The other problem that concerns surgeons 
and is denied by chiropractors is the role 
that manipulation may have in aggravating 
relatively minor conditions. Most of the 
surgeons seemed able to recall cases in 
which a situation which would have been 
expected to respond to conservative 
measures was converted into one which 
required surgical intervention as a result of 
manipulation. Overly vigorous manipulation 
causing tissue damage was brought up at a 
recent seminar for family physicians 
entitled " Musculo-Skeletal Manipulation". 
When a technique was demonstrated for use 
by general practitioners , reference was 
made to the snapping or clicking noise that 
often accompanies the manoeuvre. 
• Answer to Pathological Photoquiz 
After listening to this, Dr. Grainger put 
somewhat of a damper on the enthusiasm 
as he explained the actual morphological 
changes that may occur in a joint when it 
undergoes active mobilization through a 
range of motion against resistance. His 
description of stretched ligaments, shredded 
muscles, and avulsed tendons that accompany 
such manipulations should cause anyone 
to hesitate. Often just such a process is 
occurring and this is what is responsible 
for the popping or clicking sensation. It may 
be that the patient or chiropractor who 
says that " Suddenly there was a snapping 
sensation and immediately the shoulder was 
much easier to move" may simply be 
suffering from the " Ignorance is bliss " 
syndrome. It is difficult to say what long 
term disability may result from such treatment 
that very often does provide short term 
relief. In some cases there may be 
justifiable reasons to accept some disability 
should it occur. 
I feel , in summary, that there are 
legitimate reasons why the medical profession 
should be concerned about the gains that 
chiropractors have made. It appears that 
there are both political and medical 
reasons to try and understand why some 
of the health care is being shifted to those 
who in my opinion are not qualified to provide 
it, especially at a primary contact level. We 
must also remember that to a large degree, 
the public who pay the bills will have an 
important say in the direction of health 
care in the future. This means that we need 
to understand why people go to chiropractors 
and if necessary to learn from them. Lastly, 
I hope to look at chiropractic in the next 
issue from the point of view of the 
chiropractors themselves . 
The patient had multiple myeloma. Patients with multiple myeloma are more prone to 
develop acute renal failure following intravenous pyelography. The histologic findings in the 
picture are: 
1. 'Hard ' eosinophilic hyaline casts within the renal tubules. 
2. The casts are surrounded by hyperplastic renal tubular epithelial cells, and 
occassional syncytial masses of tubular epithelial cells (giant cells). 
Other renal findings with multiple myeloma are: 
1. Infiltrates of neoplastic plasma cells. 
2. Deposits of calcium. 
The bone marrow revealed abnormal plasmacytosis. Serum protein electrophoresis was 
normal , urine electrophoresis demonstrated increased light chains. 
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Provided by: 
Dr. I. Turnbull, 
Department of Pathology, 
Victoria Hospital. 
Tachycardia 1970 
In Tachycardia 1970, the students provided 
a seemingly inexhaustible supply of almost 
everything-a lot of colour, a lot of gross 
jokes,a lot of talent-a lot more in one show 
than you would find in four or five shows. 
The band led by Bob English, Meds '73, 
played well before, during, and after the 
show:-quite a few numbers! 
Act 1 featured the Vic Nurses, first year's 
skit, the Meds' Wives, and second year 's skit. 
The Vic Nurses-boy were they nice-in 
brightly colored outfits (minis thank you) 
with umbrellas, glided around the stage to 
" Raindrops Keep Falling on my Head". The 
number didn 't seem too lively for an opener, 
but sexy-yes. 
Meds '74 set their main scene in Genital 
Hospital. The skit was an operation within a 
variety show, within a fable, within a 
narration, (within twenty minutes?). There 
were some high points amongst all the 
activity-Nigel Clement's voice imitation of 
Ed Sullivan was as close to perfect as I've 
heard ; the Ukrainians were fun to watch ; 
Sam the Organ Man, David Lloyd, had some 
fast funnies. Meds '74 had a big cast of 
"walk-ons and thousands of cheering extras" 
who all seemed to be having a good time. 
The Meds' wives showed that they could 
be almost as gross as their husbands. 
Meds '73 in " The Millionaire" or "Medical 
Specialists Throughout History", came across 
with some of the funniest and also some of 
the most frankly gross (crude?) lines. AI 
Reddoch and Paul Cooper as the Millionaire 
and Michael Anthony respectively, were well 
cast; AI Reddoch was funny just too look at. 
Moments to remember in each of the four 
parts were-the cave doctor, Pete Slinger, 
with a golf caddy; Marnix Heersink on stilts ; 
Tom Bell as Alexander Phleming " at your 
cervix"; and Syd Crackower smoking a rectal 
thermometer. 
Ross Cameron '72 
Act II featured the Physiotherapists, Meds 
'72's skit, Pudendal Block and the Numbnuts, 
and Meds '71. 
Meds '72, with this year's winning skit, 
presented " Moon or Bust " the plot centered 
on landing two medical graduates, one 
English-Canadian (Blair Marchuk), and one 
French-Canadian (Bob Hay), on the moon. 
The activity in the control room in the Byron 
Bog, during the take-off and later on the 
moon itself, provided entertainment for the 
full twenty minutes of the skit. Notable 
performances were by Paul Lynd (alias John 
Stewart) , John Bowman, " Herr" Hartwick, 
Bob Hay, and the moon dancers. The sets in 
this skit were most impressive-praise to 
Paul Hammerich and crew. 
Pudendal Block and the Numbnuts, Meds 
'73's answer to instant nostalgia, were 
fantastic and had there been more dance 
room down front, Tachycardia may have 
dissolved into one big " Hop" . Congratulations 
to Angus "Elvis" Maciver, Ray Corrin (a 
natural), Bob English, Tom Bell , and Paul 
Fetterley. The dancers were very good-girls 
watched in envy as Dwight Moulin and John 
Birss did the old steps. 
Meds '71 presented their own per-version 
of "The Wizard of Oz". The setting was most 
colorful , the costumes terrific with the 
Munchkins' painted bellies moving in sensual 
fashion. Sue Mitchell as little Miss Assym-
metrical with her friends Strawman (husband 
Pete) , Tinman (Jim Hicks) and Lion (Bill 
Payne) made a cute group of misfits. Their 
skit was most enjoyable and a close 
competitor for the final cup. 
Bob Page '71 , this year's producer, and his 
assistant Bob Hay '72, are to be congratulated 
on a fine show. Walt Hartzell '72, production 
manager, John Shier '72 on sound and John 
Reason '71 for the final night party are to be 
thanked. 
Tachycardia '70 was a year of participation 
-many students were involved-until next 
year! 
NOW TURN THE PAGE FOR 
PICTORIAL MEMORIES 
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Dorothy giving a bum steer to the Munchkins with their funny ties 
" How ya' doin ' " 
Nice try group 
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, 
" Whaddya' mean , it 's a building? " 
Medical student's delight : 
the body of a woman and the mind of a child . 
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Let 's have a moment of silence for Barbara. 
" And next on our stage this pair of feet will 
slip into my mouth. " 
Would everyone please close your eyes 
for three seconds?" 
Lion and tin man about to perform an 
unnatura l act: 
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" I got him! " 
" He got me! " 
" I just can't believe those are those nice 
boys' wives! " 
\JJATC 
FOR 
A( SOPs 
MOR8L 
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Tachycardia. Bradycardia. Cardiac Arrest. 
In the early 1920's at the New Medical 
School on Ottaway Avenue the Meds 
Barbecue originated. It had no motifs which 
had been groped for all during the previous 
summer and no prolonged frustrat ing 
rehearsals except at noon hours during the 
week before the show. There was no budget 
because the few props were borrowed from 
the labs and from Victoria Hospital. 
Admission was by recognition at the door-
only medical students and faculty. The two 
women in medicine before 1930 did not 
attend. The big event took place on a Friday 
night in February and it was then forgotten 
until the next year. There was work to be 
done even in those days before " the 
explosion of medical knowledge " and the 
most respected member of Meds '27 made it 
very clear that with so much to know in 
medicine no medical student could possibly 
have time for reading the daily newspaper. 
The skits were hilarious and the faculty 
revelled in seeing themselves and their 
associates taken off. Students who depicted 
professors had to be pretty good in the 
classrooms and clinics because if border-
liners got too smart they could anticipate 
embarrassing reminders in the months ahead. 
Every teacher knew every student. From the 
very beginning of time it was taken for 
granted that the skits presented by the f irst 
and second year students would be on the 
crude side with the emergence of clinical 
• finesse and histrionic talent showing to 
increasing advantage with the third and 
fourth year performances. 
The primary object of the Barbecue was 
good fun as the students took off the faculty 
members in this great production. It was a 
corner-trimming event and the faculty men 
who were too pompous or too dull or too 
mean were made to see themselves as they 
appeared to their students and interns. The 
students always maintained that if a teacher 
was not clever he could always be kind. 
The musically-talented students 
orchestrated at intermission. Newton Bigelow 
using a human femur as his baton was the 
leader and he was surrounded by such 
stalwarts as Beverley Robinson , Fred Milner, 
Frank Kennedy, et al to impart a classical 
note to the show. 
112 
L. D. Wilcox , M.D., F.R.C.P. (C) 
After the skits and music , students and 
faculty adjourned in an arm-in-arm mood to 
the gymnasium where tables with special 
food were laid. Dean Paul McKibbon in a 
fresh white lab coat, with his revered dignity, 
carved the suckling pig on a serving table 
which stood on a dais onto which the 
students and faculty members stepped in 
line with their plates to be addressed by 
their surnames as the Dean served them 
individually. The Dean was never taken off 
in a skit-not because of fear of the 
consequences so much as because of the 
universal respect in which he was held by 
faculty and students alike. 
When Dean McKibbon moved to Ann Arbor 
in 1927 the atmosphere changed and his 
three successors never seemed to manifest 
" the greatness of character which exuded 
his effortless superiority ". Following the 1929 
Barbecue the Dean appointed two censors 
who were simultaneously popular with 
students and faculty to check the show at 
rehearsal time and to modify the lines 
appropriately. Even this precaution did not 
prove adequate and after the mid-thirties the 
then re igning Dean, annoyed by so much 
" rough stuff" influenced his all powerful 
faculty-council to prohibit the show. 
With World War II in 1939 the teachers and 
students were too over-worked when the 
course in medicine ran for ten months a year 
instead of the usual eight months. There was 
no extra time or energy for monkey business 
and the Barbecue remained a dead issue 
during that period. 
Following 1945 with the return to a school 
year of eight months the work pressure 
lessened, Parkinson 's law became active 
and the new leisure brought about the birth 
of the Med 's Merrymakers. These were 
students with choral talent in every class 
who got together to practise at noon. They 
became more and more finished. Managers 
and Producers appeared spontaneously and 
these entrepreneurs introduced a hitherto 
unthought of showbusiness potential in the 
student nurses from Victoria Hospital. They 
enhanced the singing and produced the kick-
lines for what was becoming a real variety 
show. 
With expanding agressive tendencies on 
the part of the producers it was decided in 
1947 to stage "Here Comes Showboat " for 
three nights at the Grand Theatre. This 
experiment was reasonably successful. The 
following year the University Management 
with an eye on improving the general budget 
encouraged a show titled " Up On The Hill " 
which later became " Purple Patches". These 
events were all held at the Grand Theatre 
and were always supplemented by 
productions of the Merrymakers. 
Congenitally unlike the Arts Faculty and 
realizing their built-in theatrical talent the 
Meds in the late '40 's decided to direct their 
stage efforts to the intimacy of a medical 
audience after several experiments and the 
show " Tachycardia" was born early in the 
fifties. It took place in the Medical School 
auditorium in early December for medical 
students, nurses, res.Pective teaching staffs , 
and close friends and relatives who were 
lucky enough to procure tickets for the SRO 
audiences which over-packed the 250 seats 
for the three night run. 
Unlike the original Barbecue the show 
which played to a bisexual audience did not 
lead to the intimate student-faculty dinner and 
the only refreshment was Cokes served 
during intermission by the wives of the 
medical students. 
The origin of the billing " Tachycardia " is 
not clear from the perusal of any available 
archives or persons now living. 
It was not a poor choice and certainly 
participating by students and witnessing by 
faculty and faculty families elicited the fast 
heart response during, before, and often for 
several days after the performance. 
To be taken off in this production was 
considered a high compliment by the staff, 
giants and grasshoppers alike. The younger 
teachers whose names were even mentioned 
felt that they were making headway. Faculty 
departments were often (as with the Family 
Practice Department in 1970) trimmed to size 
by the students in their portrayals and it was 
the wise department chief who heeded the 
direction of the wind blowing from 
"Tachycardia" as he modified his respective 
department. The show was modelled to elicit 
overt faculty responses and smart stage 
managers noted the night when certain 
chiefs held certain tickets whether for 
Monday, Tuesday, or Wednesday and the 
show was accordingly streamlined in order to 
leave no one out who needed to be included. 
After having taken the taunts for a long 
time the faculty put on a skit in the 1965 
show which levelled the score once and for 
all and uncovered some large stores of 
student stupidity which had never been 
apprec iated before. Of course their acting 
was "highly professional ", and this 
" maginificent presentation " marked a new 
goal for the students to shoot at! 
In "Tachycardia ", no chief, no dean, no 
interne or res ident, and no university 
president was immune to the onslaughts of 
the student population which seemed intent 
on exposing everything that was sacred in 
the professional and political domains of the 
medical school and university. Their bumps 
of respect for their superiors in many 
instances seemed to be dents and the hottest 
political issues were dealt with fearlessly. 
Some of the people from the Arts campus 
with medical connections managed to get 
pasteboards and the " Dirty Meds Image" was 
thereby spread over sectors of the population 
which by the old Barbecue standards would 
never have been permitted. 
An inferior kind of burlesque which became 
more and more gonadal in its orientation, less 
and less personal in its handling of the 
teachers and internes (these were all 
unknown to the predominantly lay audience 
of 3000 in Althouse Auditorium) , steadily 
became degraded to a presentation quite 
unworthy of the intellectual medicos. It had 
blossomed out into an extravaganza on the 
big Althouse stage with elaborate sets and 
costumes and motifs with enlarging operating 
budgets, Shakesperian themes, and tickets 
which sold for $1 . 75. 
The pendulum swung too far and over the 
last half decade " Tachycardia " was steadily 
giving way to " Bradycardia". The number of 
good teachers with dramatic flaring 
decreased and the same members of the old 
guard taken off in 1950 continued at center 
stage in 1969. The great proliferation of 
specialists without a parallel increase in 
generalists left the students very little 
material to work with because they saw so 
little of any individuals among the super-
specialists. Nevertheless, it needs to be 
noted that the higher earn ing power of the 
specialists was rarely overlooked and it was 
subtly contrasted with the meagre pickings of 
those faithful pillars of the trade who 
perpetually and faithfully ministered to " the 
crocks in the clinic ". 
The faculty members deliberately boycotted 
the show as time went on and one senior 
man who took his wife for the first time in 
1963 vowed that he would never do it again . 
Another of the original managers recently told 
the writer that he was disgusted and had not 
gone for five years. An assistant resident at 
St. Joseph 's Hospital refused to purchase 
tickets for 1970 and remarked , " those kids 
should have outgrown that sort of smut and 
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profanity before they were 16-their mean 
age now is 23.4 years! " 
The " Complete Arrest" came in 1970 with 
the appearance of the electives which took 
many of the bright imaginative students to 
Germany, Vancouver, Eng land , and Edmonton 
in the first term when " Tachycardia" had to 
be planned and produced. This resulted in a 
show which did not refer to any of the 
faculty members at all. The only department 
lampooned was that of Family Medicine. The 
highest offices in the university were 
demeaned and even the sacred life of 
Florence Nightingale was derogated. Since 
" Tachycardia 1970" ended in cardiac arrest, 
the query, " should resuscitation be 
attempted " must be answered. 
An individualized spirit has always and 
must always give the Faculty of Medicine its 
traditional apartness from the rest of the 
campus population. MEDICINE IS THE 
LEADING PROFESSION. Its student and 
graduate members are quite unlike any of the 
other faculties (including the non-clinical or 
para-medical constellations) because they are 
only concerned with the quick, the sick, and 
the dead. 
Resuscitation can only be justified if these 
facts are heeded : 
* 
Two young girls were returning home from 
church one night when they were accosted by 
a pair of hoodlums in a dimly lit alley. " Dear 
Lord", prayed one girl. " Forgive them , for 
they know not what they do". " Sh ," 
whispered the other. "This one does". 
Smile at people : it takes 72 muscles to 
• frown and only 14 to smile. 
On a southbound train a few months after 
the Civil War, a young belle suddenly moved 
from her seat next to a businessman and sat 
beside a Confederate veteran who was on his 
way home from the battle lines. " That 
carpetbagger offered me ten dollars to spend 
the night with him," the offended girl 
indignantly told the soldier. 
The Southerner immediately drew his gun 
and shot the man. " Let that be a lesson to 
any other damn Yankees," he proclaimed in 
a loud voice. " Don't come down here and 
try to double the price of everything." 
An Indian woman was explaining the facts 
of life to her teenage daughter: " Stork not 
bring baby, it come by beau and error! " 
114 
* 
1. " Tachycardia" wi ll have as its primary 
goal the welding together of student 
doctors and their teachers in up-to-the-
minute and fun-provoking acts with 
snappy musical interludes. The large 
classes with their necessary divisions into 
hospital-oriented sectors may argue in 
favor of this annual cementing together 
fun night by Meds for Meds. 
2. Can the Meds have enough spare time 
and energy to undertake a grandiose 
theatrical undertaking beamed at an 
audience which is more than 70% non-
medical if in doing so they make them-
selves patently phoney because the other 
faculties with different life goals cannot 
individually or in unison stage such 
an achievement? 
3. Can the Meds reflecting their teachers ' 
foibles on a public stage afford to demean 
their profession with cheap, crude, 
profane, and third-rate burlesque for the 
non-discerning and non-medical audience 
even for money? 
A turn to a more simplistic format with a 
more sophisticated content is surely within 
the scope of the Meds for the Meds. 
* 
After going through the line at a crowded 
cafeteria, the three rambunctious teenage 
boys found that were forced to share a table 
with a kindly-looking old lady. One of the 
lads decided to have a bit of fun at the 
woman 's expense and, nudging one of his 
buddies under the table, suddenly remarked , 
" Did your folks ever get married? " 
" Nope," replied his tablemate, picking up 
the put-on. "How about yours? " 
" They never bothered," answered the first 
young man. 
"That's nothing", interrupted the third , " my 
mother doesn 't even know who my father is ". 
The elderly woman looked up from her 
coffee and said sweetly, " Excuse me, but 
would one of you little bastards please pass 
the sugar? " 
Psychiatrist asked of his patient, " Have you 
any siblings?" 
"Yes, sir.'' 
" How many? " 
" Four brothers and seven sisters." 
"Has anyone in your family ever suffered 
from insanity?" 
"Oh, no sir. We've all enjoyed it. " 
Childhood Schizophrenia 1n Phenylketonurics 
Robert Dukelow, M.D. '68 
Benjamin Goldberg, B.Sc. , M.D. , C. M., C.R.C.P.(C) 
INTRODUCTION 
Phenylketonuria with mental retardation 
was first described by Foiling in 1934.' 
Since that time considerable literature has 
accumulated dealing with many aspects of 
this problem. 
Biochemical research has thus far failed 
to define the exact cause of the mental 
deterioration characteristic of this condition . 
One theory suggests that an above normal 
level of phenylalanine acts as an inhibitor to 
serotonin synthesis and transport in the 
central nervous system•. This relatively low 
level of serotonin could be responsible 
for the abnormal brain function . 
It has been noted that some of the 
children exhibit psychotic behavioral 
characteristics'. Separate research on adult 
schizophrenics showed that some of these 
patients had low serum levels of serotonin , in 
addition this group had low urinary levels of 
excretory products of serotonin. It was 
postulated that low peripheral levels of 
serotonin reflected low levels in the central 
nervous system. This then became a theory for 
the etiology of schizophrenia' . 
The present study is an attempt to 
determine the incidence of childhood 
schizophrenia in a grou,p of phenylketonuric 
patients. It was thought that a significantly 
higher incidence of schizophrenia would 
be found in this group. If such evidence was 
found it would offer further support to 
the " low serotonin level " hypothesis for the 
etiology of schizophrenia. 
MATERIALS AND METHODS 
Sixty-eight patients with phenylketonuria 
were studied. Of these forty-one were female 
and twenty-seven were male. Ages ranged 
from two to forty-six years. The average 
age for the group was 15.6 years. 
A questionnaire was used to determine 
the behavioral characteristics of these 
patients. It was composed of 41 MULTIPLE 
choice questions. (See attached copy.) 
The MAJORITY of the questions were 
borrowed from Bernard Rimland 's " Diagnostic 
Check List for Behavior-Disturbed Children" 
(Form E-2) ' . The questionnaire was designed 
to find the nine major behavioral 
characteristics of childhood schizophrenics 
as described by Goldberg and Soper 
in 1963'. 
A questionnaire was completed for each 
patient by a person who was in continuous 
contact with the patient, either an 
attendant or a parent. In addition each 
patient was observed briefly by the author. 
Each completed questionnaire was checked 
against a Master Copy. Responses were 
recorded as either Schizophrenic or non-
Schizophrenic. The results from the 
questionnaire plus the author's evaluation 
were used in establishing a final score 
for each patient . 
The diagnosis of Childhood Schizophrenia 
was based on a fifty per cent positive 
response to questions. This level was chosen 
arbitrarily to represent the minimum 
number of symptoms necessary to make the 
diagnosis. 
The number of Schizophrenics in this 
group of Phenylketonurics was then 
compared with the number in the general 
population of retarded children. (Data from 
Goldberg and Soper 1963)' . The Chi Square 
technique was then used to determine the 
significance of the difference. 
A chart was prepared to show which 
major symptoms of Childhood Schizophrenia 
were most common in this group of 
Phenylketonurics. 
RESULTS 
A. The Questionnaire 
On examination of the completed 
questionnaire it was found that there were 
no responses for questions 1, 7 and 29. 
These three questions were eliminated from 
further statistical analysis. Thirty-eight valid 
questions were retained . 
B. Frequency of Major Symptoms of 
Childhood Schizophrenia 
The frequency of appearance of the nine 
major symptoms of childhood schizophrenia 
(as outlined by Goldberg and Soper 1963)' 
are shown in the following chart : 
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Symptom 
Impaired Relations with people 
II Unawareness of Identity 
Ill Preoccupation with objects 
IV Resistance to change 
v Abnormal Perception 
VI Unusual Anxiety 
VII Inappropriate Speech 
VIII Disturbance of Mobility 
IX Islands of Intact Intellect 
Incidence of Schizophrenia in Phenyl-
ketonurics Compared with the Incidence 
in Other Retarded Children. 
In this group of 68 phenylketonurics 1 was 
diagnosed as schizophrenic and 67 were 
considered non-schizophrenic. This is an 
incidence of 1.5% . Goldberg and Soper found 
62 childhood schizophrenics in 1,216 
suspected retarded children' . Th is is an 
incidence of 5.1% . 
A comparison between these two groups 
based on the following Chi Square showed 
the Chi Square value to be 2.27. This gives a 
level of probability " P" of more than 5% 
but less than 10%. 
Phenyl-
ketonurics 
Schizophrenic 
Non-Schizophrenic 67 
CONCLUSIONS 
Other Retarded 
Children 
62 
1154 
The most common symptoms of childhood 
schizophrenia in this group appear to be: 
(a) impaired relations with people ; 
(b) unawareness of identity ; 
(c) disturbance of mobility ; 
(d) unusual anxiety. 
From over-all analysis of this data it 
appears that no defin ite conclusion can be 
drawn on the difference in incidence of 
schizophrenia in phenylketonurics and the 
general population of retarded child ren. 
DISCUSSION 
Several points arose during this study that 
merit some discussion. The most common 
symptoms of childhood schizophrenia as 
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Positive Responses Per Cent 
23/68 34% 
15.5/68 23% 
11/68 16% 
7.4/ 68 11% 
5/68 8% 
14/68 21% 
3/68 4% 
15.7/ 68 23% 
8.5/ 68 13% 
listed above are also symptoms found 
frequently in the general popu lation of 
reta rded child ren. This study does not 
support the work of M. HACKNEY' who found 
an incidence of schizophrenia of 20% in a 
group of phenylketonurics. 
In addit ion the author d iscovered that a 
questionnai re is a difficult tool to use for 
establishing any d iagnosis. It is often not 
filled out objectively, sometimes carelessly. 
As a result the conclus ions drawn from 
quest ionna ires frequently show only trends. 
Possib ly the group chosen for this study 
was too broad. The ages ranged from 2 to 46 
years. Many of these patients were beyond 
the age characteristic of chi ldhood schizo-
phrenia. 
Finally, it is difficult to correlate behavior 
with biochemical reactions. Until better 
methods of study are found the relationships 
between neuro-chemistry and behavior will 
remain tenuous. 
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The Arrival of Cellular Pathology 
One of the important themes noted in a 
study of medicine's history, is the lack of 
participation in and very often understanding 
of the importance of research and original 
thinking in the practice of an art. The heros 
of the progress of advances in medicine 
stand out in striking contrast to their 
contemporaries who very often erect the most 
insurmountable of obstacles in their desire to 
cling closely to the traditional dogma of 
their art, handed down from generation to 
generation and who oppose any val id change, 
no matter how valuable. Countless examples 
of this unfortunate reality exist in the 
archives of medical history. The most striking 
example, perhaps, is the unquestionable 
acceptance of Galen for over a thousand 
years or more. Giving full credit to him for 
his excellent attempts in explaining the 
anatomy and physiology of the human body, 
one can only turn an eye of disdain on those 
unimpeachable gentlemen who held the 
chairs of anatomy in institutions of medical 
learning and guarded such theories as the 
existence of many small holes in the septum 
separating the two halves of the heart, thus 
permitting a back-and-forth movement of the 
blood from one side of the body to the other. 
That may provoke many questions and indeed 
the wrath of the modern student. What sort 
of treatment was received by any gifted mind 
throughout this thousand year period who 
suggested reasonable alternatives to Galen 's 
theories and who did, in the midst of 
dissection discover that the sacred manual of 
anatomy did not always correlate well with 
that which was apparent in the cadaver? How 
was it possible that such restraints were 
relaxed to permit Harvey to take a closer 
look at the heart and find that its two halves 
were divided into two chambers separated by 
a one-way valve that allowed blood to flow 
from the upper chamber to the lower-but 
not vice versa? How did it come to pass in 
those days that this discovery was accepted ? 
Who can overlook the heartbreaking sto ry 
of Semmelweiss, a Viennese physician, who 
even before Pasteur advanced the germ 
theory in 1865, realized that puerperal 
fever's high mortality rate was a di rect 
result of doctors who carried the bacterium 
from one mother to the next on their 
contaminated hands? Semmelweiss insisted 
that the doctors wash their hands in a 
solution of chlorinated lime thus decreasing 
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the death rate in the maternity wards from 
twelve per cent to one and one-half per cent 
in one year. For his excellent discovery 
which prolonged life and reduced the 
incidence of death , Semmelweiss ' colleagues , 
resentful of the implication that they had been 
murderers and humiliated by all of the tedious 
hand-washing, drove Semmelweiss out of the 
hospital only to die some ten years later of 
an accidental infection with the organism 
causing puerperal fever-too soon to see the 
scientific vindications of his suspicions about 
the transmission of disease. 
Why was it that the medical profession had 
difficulty in recognizing Alexander Fleming 's 
discovery that sta,phylococci on culture plates 
were inhibited by a mold which contaminated 
the culture as a breakthrough in antibiotic 
treatment? Why was it necessary for a war 
some ten years later to induce scientists to 
feverishly seek out anti-bacterial drugs in 
order to reduce mortality in war and compete 
favourably with the enemy? 
These and other questions burden the mind 
in another important breakthrough in the 
progress of medicine, namely that disease is 
inaugurated by the cell whose precise 
machinery has run somewhat amuck. Our 
answers lie in the understanding of the 
developments wh ich finally led another of 
the few rare genii in medical progress, Rudolf 
Virchow to publish one of the most important 
books in the history of medicine, instructing 
the medical world in the cellular nature of 
vital processes as opposed to the one-sided 
humoral and neuristical tendencies handed 
down from antiquity. 
To set the stage for the application of the 
microscope to medical problems, we must 
first go back and again credit non-medical 
thinking with the origin of important concepts. 
Our first g limpse of the cell was noted in 
John Evelyn 's Sylva wherein contributions 
made by Robert Hooke describe 
microscopical pores within petrified wood : 
" all the smaller and (if I may call those 
which are only to be seen by a good glass) 
microscopical pores of it (both when the 
substance is cut and polished transversely 
and parallel to the pores) perfectly like 
the microscopical pores of several kinds of 
wood .... " 
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In his own Micrographia (1665) , Hooke 
continued these findings and specifically 
extended his descriptions to the pores or 
cells of cork and while he did not observe a 
means of communication or passage of 
materials from one cell to another, he realized 
that some method for this purpose existed, 
although he could not accept any suggestion 
that some circulation of fluids took place in 
plants and animals. 
Over the next century or more it gradually 
became apparent to biologists that all living 
matter was made up of cells and that each 
had been endowed with the properties of 
life. Certain forms of life consisted of only a 
single cell , while larger organisms were 
composed of many cooperating cells. This 
first enunciation of a cell theory of sorts must 
be credited to Rene Joachim Henri Dutrochet, 
a French physiologist who published these 
views in 1824, but because of the usual 
reasons of poor press , it went unnoticed. 
The same theory, in essence, was 
announced and recognized only after 
Matthias Jakob Schleiden and Theodor 
Schwann of Germany independently formulated 
it in 1838 and 1839, thereby providing for 
biology what the atomic theory did likewise 
for chemistry and physics. Hughes points out 
in his History of Cytology that at first the 
term 'cell ' was given a name we no longer 
recognize and that structures that we do now 
accept as cells were often called a variety of 
other names. Moreover, the term 'cellular 
tissue' was employed by many authors 
beginning with Lamarck (1809) to describe 
what we now call 'areolar connective tissue '. 
Before pathologists took up the microscope 
which had already been available to them for 
about a century, concepts of disease resided 
in tissues. This school of pathology had at its 
head Marie-Fran<;:ois-Xavier Bichat who 
established tissues rather than organs as the 
• important biological unit. Bichat wrote : 
" The more we examine bodies, the more 
we must be convinced of the necessity of 
considering local disease not from the 
standpoint of the different organs, which 
are rarely affected as a whole, but from 
the standpoint of their different textures, 
which are almost always attacked 
separately. " ' 
Bichat's observations concerning the 
pathology of tissues , work which was 
handicapped by his suffering with 
tuberculosis, employed methods of dissection 
and of t reating his material with chemical 
agents, heat, air, water, acids, alkalies etc. 
He distinguished twenty-one kinds of tissues 
wh ich were looked upon as the elementary 
structures whose combination made up 
organs. Each of the tissues had a 
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characteristic vital property, disease 
consisting of the weakening of this property 
to a point at which it was unable to cope 
with harmful forces introduced from the 
outside. Bichat divided morbid anatomy into 
two parts : (1) the alterations common to 
each system wherever located and (2) 
diseases peculiar to each region , hence 
general pathology and special pathology 
respectively. 
With the coming of the French Revolution , 
whether producing it or produced by it, there 
flourished a generation of outstanding 
Frenchmen. Just as its political and military 
genius Jed the world , so French medicine 
enjoyed a lead ing position in the world, a 
position it enjoyed until German pathologists, 
bacteriologists and student cl inicians 
superseded it in the latter half of the 
nineteenth century. It was this period that 
gave us Gaspard-Laurent Bayle who 
described the disease which at the time 
accounted for about one-fourth of all deaths 
-tuberculosis. He recognized six kinds of 
progressive degeneration of the lung of which 
the most common was correctly designated 
tuberculosis and in so doing Bayle left us 
with the best description of the varieties of 
tubercle that we have to date. One of Bayle 's 
more outstanding achievements was his 
recognition of the same disease in other 
organs thereby upholding its position as an 
independent d isease rather than as a mere 
sequel of several diseases. 
This French period also gave us Rene 
Theophile Hyacinthe Laennec, a student of 
Bichat who at the age of twenty-two was 
giving lectures on pathologic anatomy. At his 
death important discoveries were found 
among his papers and they included mediate 
auscultation which along with the mastery of 
percussion, founded the art of physical 
diagnosis and unravelled many of the 
mysteries of pulmonary pathology. 
Unfortunately both Bayle and Laennec 
succumbed to the disease which they so 
greatly illuminated-reason enough , perhaps, 
for physicians to stay out of research and die 
a Jess noble death. 
While on the topic of the coming of 
cellular pathology, and within the realm of 
the tissueites , one cannot overlook the 
cont ributions of another great man of this 
era, Carl Rokitansky who along with 
Morgagni is quite correctly regarded as the 
greatest of all gross descriptive pathologists. 
The anachronism of his work lies in his 
having made pathological contributions of 
the greatest importance and yet of having 
advocated a humoral theory of disease just a 
decade before the more rational basis of 
disease change was established by Virchow. 
Rokitansky 's view of diseases not merely as 
groups of varied symptoms and congestions , 
but from the point of view of structural 
changes within organs was undoubtedly his 
greatest contribution to medicine. In keeping 
with this principle , he developed a method of 
autopsy which with Virchow's method persists 
in modified form to this day. Rokitansky gave 
us our earliest introduction to important 
arterial diseases, intestinal ileus, emphysema, 
perforating gastric ulcer and the 
differentiation between lobar pneumonia and 
Bright's disease. 
Although Rokitansky is grouped with the 
tissue pathologists, he obtained a microscope 
in 1842 and began careful and rewarding 
studies which were part of his later work. 
Leaving the field of tissue pathology and 
entering cellular ,pathology we are confronted 
with the greatest figure in the field of all 
time, Rudolf Virchow (1821-1905) . Early in his 
career, only at age twenty-five when most 
modern scientists are trying to decide upon 
what graduate course to select, Virchow 
published his second paper, one on 
"Weisses Blut" (leukemia) . With meticulous 
microscopical examination , Virchow observed 
correctly that the myriads of leukocytes were 
not pus corpuscles and it was soon after that 
he was able to distinguish between the 
spleno-myelogenous form and lymphatic form. 
During his life Virchow delved into political 
reform and in the troubled times of 1848, 
his revolutionary sympathies were too greatly 
behind the Prussian Government, resulting in 
his removal from Berlin in 1849. After several 
years he was recalled to Berlin and secured 
the Berlin chair in pathological anatomy. On 
Schwann's already known cell theory and the 
doctrine of the continuity of the cell in life, as 
represented by the axiom " omnis cellula e 
cellula" , Virchow ra,pidly established the first 
correctly rational system of disease 
mechanisms that the world had known. In 
lieu of completely fanciful systems or of 
unrelated gross observations, Virchow 
established the cell as the all-important unit 
on which and in which disease processes are 
active. 
Virchow's Cellular Pathologie deals with a 
great deal of normal histology as might be 
expected in such an early penetration into an 
unexplored field. In discussing the actions of 
cells, he first dealt with inflammation. The 
important symptoms of Celsus he reduced to 
the functio laesa or damaged function . He 
maintained that an irritated artery produced 
ischemia and that it was the tissue irritants 
that increased the bulk of the part whether 
vessels were present or not. 
Virchow clearly outlined fatty 
degeneration, a necrobiotic process that he 
discovered in muscle, arteries, kidney, brain 
and liver. These he was able to distinguish 
from normal fat tissue and from the 
physiological fat found in the intestinal villi 
and liver. 
Virchow emphasized throughout his work 
the doctrine of " continuous development of 
tissues out of one another" as opposed to 
Rokitansky 's blastema or plastic lymph or 
Schleiden 's concept that nuclei first form in 
a fluid and that membranes later develop 
about them. 
Virchow possessed a deep interest in 
tumours and in this area of pathology he 
made numerous contributions. However, 
correct evaluation of the views that he 
propounded is made more difficult by his 
frequent coupling of neoplastic and non-
neoplastic formations. He separated all new 
formations into 'homologous' : those 
" reproducing the type of the parent soil ," 
and 'heterologous ': those differing from the 
recognized type , such as cancer and tubercle. 
He made one puzzling mistake for one who 
emphasized the unity of the cell , for he 
believed that cells could very easily be 
transformed in nature (metaplasia) and thus 
he felt that epithelial carcinomata were 
derived from connective tissue. 
Among his other oversights was his 
rejection of the concept of the migration of 
leukocytes, thus holding up the knowledge of 
inflammation. However, even with a bit of 
clouded thinking enough genius emanated 
from Virchow to credit him with having made 
the greatest advance which scientific 
medicine had known since its beginning. 
Still now a century or more after Virchow's 
major contributions , the secrets of those 
diseases, still a mystery to modern medicine 
lie within the same basic units of life. 
Thus we have briefly traced medicine's 
coming of age noting the few minds-some 
physicians and many not-whose lateral 
rather than rigid thinking advanced the 
practice of an art with dedicated scientific 
endeavour. 
1. A History of Cytology, Arthur Hughes , (1959) 
Abelard-Schuman p. 29. 
1. Clio Medica Pathology, E. B. Krumbhaar (1937) 
Hoeber, p. 70. 
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Robert and Mara Love 
Professors in the faculty and members of 
the graduating class of 1966 will probably 
remember two individuals of that class, 
Robert Love and Mara Dreimanis who seemed 
to spend an inordinate amount of time 
together. Well , they are still spending a lot of 
time with each other, but now it is as the Drs. 
Love. They were married in July, 1967 after 
Robert finished his internship at Detroit 
General Hospital , and Mara finished her stint 
at Montreal General Hospital. 
Since that time, Robert and Mara Love both 
have been doing General Practice medicine 
in British Columbia. They started in Squamish, 
B.C. two weeks after their wedding , having 
joined Dr. Kindree, a long standing 
practitioner in that town. Squamish is a town 
located 40 miles north of Vancouver on the 
B.C. coast. It had three general practitioners 
at that time, a 25 bed hospital , and had 
received its first connection , by road, to the 
outside world just six years before the Loves 
arrived to swell its medical ranks to five. 
Unbenown to the Loves, just before their 
arrival, Squamish developed an epidemic of 
infectious hepatitis , and thus Robert and 
Mara sta rted off in practise by having Mara 
spend one month in bed, and Robert the 
• better part of two months, both having 
succumbed to the epidemic. Dr. Kindree 's 
practise consisted of taking responsibility for 
approximately six thousand patients , of doing 
minor surgery in the small hospital , of 
travelling 10 miles each noon hour to a 
mining town of 1,500 people to run a clinic, 
and sixty miles once a week to Pemberton, a 
town of 2,000, wh ich had no doctor or nurse, 
to see on the average 50 to 55 patients in an 
afternoon. This latter town would often have 
to be reached by train, in the winter, as the 
road would be blocked. Robert and Mara 
spent two years in this practise, and during 
that time Robert did most of the travelling 
and Mara generally stayed in Squamish. Mara 
relates that during these two years, she saw 
almost no one but female patients , as the 
nurse in their office seemed to think it more 
ethical for her to see the females and her 
husband and Dr. Kindree to see the males. 
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Both of the Drs. Love saw a fair bit of 
emergency work, as Squamish was the 
nearest medical centre to Whistler Mountain 
and its ski accidents and also to many 
logging camps which would also have their 
share of catastrophies . Squamish owned a 
rescue truck and an ambulance which rea lly 
was an old station wagon painted white, with 
a steering wheel which had the unhappy habit 
of coming off the steering column in the 
driver's hands. Both of these emergency 
vehicles were kept at a gas station in town 
and run by volunteers who usually were 
nowhere to be found . Thus the town 's doctors 
were often called to drive them, as were any 
unwary passers-by. Robert relates one 
incident when two young ladies drove their 
car off a road 10 miles up Gari baldi 
Mountain, pinning one of them under the 
car with a fractured spine. A visitor to B.C. 
from the prairies was gassing his car at the 
service station when the emergency call 
came in, and to his amazement, he was 
pushed into the ambulance, given some 
hurried directions, and told to drive up the 
mountain by himself and bring these girls 
down to the hospital. Somehow, although 
having no training in first aid, nor ever having 
been in the district before, this gentleman 
managed to bring that pinned girl to the 
hospital with no neuro log ical deficit resulting. 
As in most cases of any serious nature which 
came to Squamish , this girl was sent on to 
Vancouver. Although all cases were not as 
dramatic as this one, Robert and Mara did 
see a lot of logging , ski-ing and car 
accidents, and they both took a Basic 
Mountain Rescue course. They also each 
took a one month course in Anaesthesia at 
Vancouver General Hospital in their second 
year in Squamish. 
After their two years were up in Squamish , 
the Loves moved to Kamloops, B.C. and 
joined the Irving Clinic , a clinic of 
approximately 20 physicians. They are now 
in their second year with the clinic and find 
it quite different from their experiences in 
Squamish. Whereas Robert was on call three 
or four nights a week in Squamish, now he is 
on five nights a month, whereas he would 
see 35 to 40 patients every day in Squamish, 
now in the clinic, where there are 10 other 
general practitioners, he sees approximately 
18 patients a day. The clinic sponsors its 
physicians in attending one refresher course 
each year and this past summer Robert took 
a two week refresher course offered in 
Hawaii by the University of Southern 
California. 
The Loves enjoy camping , hiking and 
ski-ing, and find that working in a setting 
such as the Irving Clinic in Kamloops allows 
them plenty of time to do these things. They 
find British Columbia, and Kamloops an ideal 
recreation area for their favourite sports. 
This coming year, Robert and Mara are 
taking a one year leave of absence from the 
* * 
clinic to travel , spending six months in 
Europe and six months in seeing South 
America, Asia, the Mid East and the Pacific. 
They plan to follow the warm seasons, visit a 
lot of friends and do a lot of camping . When 
they return , Robert plans to work full time at 
the clinic, and Mara plans to work full time at 
raising a family. They also hope to continue 
to enjoy their appreciation of the out of 
doors, and Robert, every once in a while, 
talks about moving from Kamloops and 
finding an isolated spot in the mountains to 
homestead. Whatever the futu re does hold for 
the Loves, we can be sure that they will 
continue to reap the most from life, and we 
wish them all the best. 
* 
Have you ever wondered what happens to your 
council's money? Then wonder no more: 
Hippocratic Council Budget Gestimation 
(September 18, 1970) 
Opening Balance (Feb. 1970) 
Revenue: H.S.C. $2,606.00 
Registration 654.00 
Pic nic 650.00 
Tachy 3,300.00 
C.A.M.S. dues 654.00 
At Home 1,600.00 
Expenses : Picnic 650.00 
Tachy 1,600.00 
C.A.M.S. 500.00 
Float 100.00 
Sports 500.00 
Secretarial 150.00 
Stat ionery and Printing 50.00 
Telephone Rental 200.00 
Journal 1,500.00 
Osier Society 125.00 
Presentation and Awards 350.00 
Graduation '70 200.00 
Directory '70 50.00 
Yearbook 600.00 
Scu lpture (W.W.) 25.00 
At Home 1,900.00 
Misc. 50.00 
Balance (Feb. 1971) 
$ 2,042.00 
9,464.00 
11 ,506.00 
8,750.00 
$ 2,756.00 
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Summers and Electives 
Some Comments on My Elective 
and Family Practice 
One of the most valuable periods in my 
medical education to date has been a nine 
week elective with a group practise in Fort 
Frances (pop. 11 ,000) , situated between 
Winnipeg and Thunder Bay on the U.S. 
border. The group consists of seven! G.P.s, 
an internist and a surgeon, all practising out 
of a single clinic staffed by a business 
manager, technicians, nurses and secretaries . 
The town also has a 100 bed hospital. I was 
impressed by the absence of nervous activity 
in this place-there were no medical 
students, interns, student nurses, residents-
just patients and the necessary personnel. It 
was a pleasant contrast with Victoria 
Hospital. Yet I believe the medicine practised 
was first class, due to competent nurses and 
doctors. Laboratory tests which would be 
non-contributory to the patient's diagnosis 
and treatment were ordered far less often 
than in some other places I've been. This 
must mean a considerable saving to 
taxpayers everywhere. 
Surprisingly, few Canadians know that 
northwestern Ontario exists. Although 900 
miles from Toronto, Fort Frances has all the 
conveniences of any town ; library, cinema, 
local concert society, parking meters, and 
daily jet service to several major U.S. cities. 
The best residential area is four blocks from 
• downtown, three blocks from your boat-house, 
and twenty minutes by boat to your cottage 
smack in the middle of the wilderness with 
no roads or telephone lines, only your 
transistor radio. Of all the doctors in Fort 
Frances, only two were Canadians, the other 
seven were British. Apparently all other 
Canadian doctors live in Toronto, and for a 
weekend off and away, the poor chaps 
require 4-5 hours to get onto Highway 400. 
While there, I spent the mornings in the 
hospital doing the occasional physical and 
history, seeing the interesting cases-severe 
rheumatoid arthritis, discoid lupus, abdominal 
aneurysm, hepatitis, ectopic pregnancy, and 
plain sick people. Often I was in the O.R. 
learning and doing anaethesia under 
supervision. A few of the G.P.s there were 
very good anaesthetists , having taken some 
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extra training in the field . Others had a hobby 
at which they were especially good : 
Obstetrics, Radiology, Geriatrics, Allergies 
and Surgery. In this way every G.P. 
contributed something special to the group. 
This ensured good medical care for the town 
and far fewer consultations asked of the 
specialists 200 miles away. 
Clinic hours were held in the afternoon and 
I would spend about two weeks with one G.P. 
before moving on to another one. I would 
observe and assist him with his patients , 
perform minor procedures and, depending on 
the G.P. , see a few patients on my own. 
Initially I was disappointed in not receiving 
more responsibility, but I soon changed my 
mind. Going from doctor to doctor every two 
weeks allowed me to see four different 
practises as well as four different 
personalities dealing with patients-an 
opportunity I'm not likely to have again . I 
also had several opportunities to see a 
disease process change with time and 
treatment which would hardly be possible if 
I had spent only a few days with a particular 
G.P. On the other hand, spending much 
longer than two weeks with one doctor might 
have proved tiring fo r him and boring for me. 
I enjoyed my elective very much , largely 
because of the variety of medicine practised, 
the group's interest in showing off their 
practice, and their eagerness to teach a 
medical student anything he wanted to learn. 
Since this elective I've become much more 
uncomfortable about the residency training 
programme in Family Medicine. I believe that 
anything valuable their residents learn can be 
taught within the four year curriculum of 
medical school ; and this should be done. Also 
I'm certain that someone who has been with 
a group practice immediately after interning 
of after an additional six months brushing up 
on a hobby eg. anaesthesia or obstetrics, will 
be at least as good a doctor as the physician 
who has done a residency in family 
medicine-and at a much lower cost to the 
public. Much though a G.P.-turned-professor 
would like to teach the art of medicine, this 
cannot be done;' you either develop it or you 
don 't. On chatting with a few of the residents 
one finds that some are idealists- ' 
congratulations to them-but more are in the 
program to obtain a questionable cert ificate 
which may become valuable in the future. 
This, they feel , will help them obtain 
privileges or positions in a hospital-my 
sympathy to them. 
I'm confident that this programme will not 
catch on. We need to produce more doctors ; 
this programme would only cause more 
congestion of 'student ' doctors in the 
teaching centres at the e~pense of the 
number of graduating M.D.s per year-
something that won 't be tolerated much 
longer. A Residency in Fami ly Medicine is 
an attempt to overcome some of the 
deficiencies in the old curricula-many of 
these are being overcome now. I'm certain 
that nowhere in Canada, except perhaps in a 
teaching centre, will a hospital ever refuse a 
competent G.P. privileges because he lacks a 
certificate in Family Medicine. Hospitals can 't 
afford that " luxury". I hope that for the 
benefit of the profession and the public , those 
students and G.P.s who have reservations 
about some of the goals wh ich the Family 
Medicine Department is pursuing, will speak 
out publicly. 
At a recent panel discussion on this topic , 
many local G.P.s were present who privately 
had serious and loud misgivings about this 
program, but at the meeting they remained 
silent. I wonder if these people were 
converted by Dr. Rice during the panel 
discussion, or if they were afraid to be 
counted. 
Just because we now have a College of 
Family Physicians pursuing a particular plan, 
does not mean that this course is in the best 
interest of the public nor that it can 't be 
stopped. By discussion, questions, and 
working alternatives, we may be able to show 
the College of Family Physicians, the 
profession, and the Minister of Health , that 
better, more efficient and less expensive ways 
of training G.P.s are available. 
1. NEJM, Vol. 283, pg . 849. 
An Experience In Newfoundland 
With the help and encouragement of Dr. 
Ray ("send-this-telegram " ) Lawson, (Meds 
'37) I was able to spend two weeks as a 
surgeon with the International Grenfell 
Association in St. Anthony, Newfoundland. 
My wife, Susan, who was preganant at the 
time, courageously agreed, in fact insisted on 
coming with me. 
Knowing less about Newfoundland than 
Vietnam, we prepared rather gropingly for our 
departure. Regarding climate and clothing , we 
received conflicting reports from a resident 
and a medical student who had been there. 
We were left with the impression that May 
would either be balmy (" just like Montreal " ) 
or unseasonably cold. As it turned out , we 
had two warm (60°+ ) days, a 3-day snow-
storm (yearly " freak"), and mostly " cloudy 
and cool " with fog for good measure. 
The coastline is continuously " air-
conditioned" by the polar current which 
ambles south from Labrador. There are 
numerous icebergs of im,pressive shapes and 
sizes (up to 3 miles across) floating in the 
Atlantic and Straits of Belle Isle (between 
Newfoundland and Labrador) , which turn over 
every few days as the bottom is melted. 
B. Heersink, M.D. '68 
We took the " milk run" to Deer Lake, 
which is literally carved out of the wilderness, 
where we were entertained at the hockey 
league 's year-end dance and by anti-
Smallwood candidates on television preaching 
about a "sneaky old bull " and "innocent 
cows being milked". The next morning we 
were picked up by the Mission plane, the 
" UKK", a single engine turbo Beaver. It was 
designed for 6 passengers or 4 stretchers and 
used to transport patients to and from the 
nursing stations in Labrador and the northern 
coast of Newfoundland. 
We had arrived at that awkward time of 
year when the ice, wh ich was usually used 
(with skis and wheels) for landing in winter, 
had melted but the planes were not yet 
converted to pontoons which are used to land 
on the ponds, bays and inlets in summer. 
Everything in this area seems to function 
better in winter-the roads are smooth with 
packed snow, there is no dust, ski-doos will 
take you almost anywhere, winter sports 
(hockey, skating , ski-ing) have active 
participation. 
As we flew straight north over the centre of 
the peninsular projection of the island, we 
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were fascinated by the minute villages (often 
10-20 homes) scattered along the bays of the 
tortuous coastline. There is no road along the 
east coast and transportation is limited to 
sea or air. The central areas are rocky, 
barren, low (2,000-3,000) mountain ranges 
which are absolutely uninilabited-a true 
"wilderness area" and it is officially so 
designated on provincial maps (reminiscent 
of the fifteenth century) . 
After our arrival on the dirt airstrip , 16 
miles of dusty, pot-holed road from St. 
Anthony, we were driven back in the Mission 
Econoline bus. The countryside consists of 
rocky ground with relatively low evergreen 
forest , little deciduous vegetation besides 
small shrubs and flowers . At intervals there 
are cleared and cultivated plots of ground by 
the roadside-apparently crown land which 
is claimed by individuals and from which are 
wrested potatoes and a few hardy vegetables 
like cabbage. 
Upon our arrival , we had a flashing 
encounter with Dr. Thomas and were shown 
our quarters in the old " orphanage"-a two-
bedroom apartment which was well appointed 
and extremely comfortable. Most visitors stay 
in either such an apartment or a single room. 
The hospital was built in 1968, largely at 
federal and provincial expense (large " F", 
small " p" ). It has about 150 beds, with 
medical , paediatric , and surgical wards , an 
extremely well-equipped operating suite (3 
O'R.s) , and an intensive care unit. The 
circular lobby has a beautiful large mural by 
Jordi Bonet, symbolically depicting 
Newfoundland life. 
The hospital is staffed mainly by people 
from the British Isles because the I.G.A. is 
most active in recruiting there and salaries 
are attractive by British standards. Most 
individuals come for adventure, solitude, and 
wilderness and are very keen on working at 
the nursing stations in Labrador. There are 
W.W.O.P.s (workers without pay) , nurses, 
technicians, medical students, house officers, 
general practitioners , specialists. House 
Officers (who have finished their interneship) 
rotate through the various specialty services , 
including a nursing station. They are very 
competent and serve for one year, which is 
not accredited. Final year medical students 
come for a 2-month period on a voluntary 
basis (transportation is paid by the $150 
honorarium). The hospital is now affiliated 
with Memorial University in St. John 's. 
Unlike most places, the hospital has the 
best food in town. It is brought in directly 
by VersaFood Services of Montreal. The 
stores, including the Grenfell Cooperative, are 
generally poorly stocked. The handicraft shop 
has a limited selection of handmade articles 
(soapstone carving , etc.) both locally made 
and imported, but is quite expensive. A 
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residium of Sir Wilfred Grenfell's immense 
impact on the community is that there is no 
liquor or beer to be obtained in St. Anthony. 
The nearest place is the Loon Motel (1 0 
miles away) or the liquor store in Quirpon. 
Newfoundlanders are fascinating and 
wonderful people. As a result of families 
being dropped off at bays along the coast to 
protect the interests of their 19th century 
masters, isolated, in-bred communities 
developed, each with their own distinctive 
(to an experienced ear like Dr. Thomas ') 
dialect or brand of " coast talk ". It is a 
twangy kind of lilt derived from Devon, 
Cornwall , and Wales. Their way of life faces 
extinction, however, since the basis of their 
economy is fishing-necessarily seasonal-
and the long winter months are spent on 
unemployment insurance and welfare. The 
large Danish and Japanese trawlers off the 
coast are sucking in the fish , especially 
salmon, before they reach the Newfound-
landers ' nets and the industry is suffering . 
There is very little industry and natural 
resources (aside from lumber and hydro 
power) are inadequate to be profitable. As a 
result , those locals who complete their 
education are forced to seek work elsewhere. 
The government is encouraging consolidation 
of small communities , sometimes by denying 
them electricity or running water, but 
obstinacy prevails . 
My surgical experience and exposure was 
interesting and varied-cholecystitis , 
appendicitis , hernias, bowel obstruction , 
gastric carcinoma, tendon lacerations, 
fractures, arteriovenous fistu Ia, bronchiectasis , 
etc. Infectious disease is still a major problem, 
particularly tuberculosis, which is rampant 
among the Eskimo population. Most treatment 
is now carried out on an ambulatory basis, 
and in fact the sanitarium at the I.G .A. has 
been closed . A chronic , severe handica,p is 
shortage of staff in the peripheral areas. 
We took an interesting side trip to L 'Anse 
aux Meadows. Believed to be the site of the 
first Viking landing in the 11th century, 
though probably not the " Vinland " described 
in the Norse sagas. Dr. Helge lngsted , a 
Norwegian , has done excavations here and 
uncovered several artefacts which have been 
C,.-dated to about 1000 A.D. These superficial 
excavations have been covered by large 
wooden sheds and the peat walls partially 
reconstructed (which makes them appear 
phoney) . At any rate, this anthropologic 
treasure (minus artefacts , which have been 
spirited off to Norway) has been left in the 
care of a Mr. Decker, who is dedicated to the 
proposition that the Norse landed in 
Newfoundland and has rather facile and 
amusing arguments for all the weaknesses in 
the theory-usually involving Indians who 
must have been pyromaniacs. 
During the two week period we met many 
wonderful people, I had a terrific and un ique 
medical experience, and we both enjoyed it 
immensely. The I.G .A. is extremely interested 
in attracting volunteers . I would suggest that 
this would be an excellent opportunity to 
spend an elective period du ring medical 
school , in summertime, or subsequent to 
finishing one's training for either a short or 
long-term period. 
The Family Practice Unit 1n Vancouver, B. C. 
It's difficult to decide what to do on one 's 
elective, but since I had been thinking more 
or less seriously of going into general 
practice, I decided that my elective was an 
ideal opportunity to see what general practice 
was like. Dr. McWhinney, Professor and 
Chairman of Family Medicine, was kind 
enough to arrange this fo r me ; so off I went 
on August 1Oth to Vancouver to work in the 
Family Practice Unit. 
This unit was opened about a year ago. It 
is located across the street from Vancouver 
General Hospital , and is designed to be in 
part a teaching unit not only for medical 
students at U.B.C., but also for students 
training in social work , nursing, and home 
economics. 
The concept of the unit is new and rather 
exciting-it is experimenting in the " Team 
Approach " to Medicine. At present there are 
four doctors-two are general practitioners, 
one has a specialist certificate in Family 
Practice and the fourth has specialty training 
in both Psychiatry and Internal Medicine. 
Besides the physicians , there are two full 
time public health nurses, a full time social 
worker, a physiotherapist who comes one 
morning a week , two home economists who 
work part time, plus a lab technician , a 
receptionist and two secretaries. 
Since the unit is still relatively new, roles 
of the various medical staff members are as 
yet not clearly defined and are being 
gradually modified as time goes on. The 
physician is still basically " in charge" and 
he refers his patients to the social worker, th e 
physiotherapist or the home economist for 
further counselling if he thinks this would be 
beneficial. However, each one of the 
specialized medical personnel , besides th e 
physician, has his own area of autonomy. For 
example, the two public health nurses do all 
the prenatal care of patients except for the 
initial physical examination and if they 
encounter some type of problem ; only th en 
is the physician called in. The nurses also do 
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a lot of house calls and along with the home 
economists instruct patients about hyg iene, 
food management, nutri t ion, etc . 
When a new patient comes to the unit he 
is first interviewed by the social worker and 
a detailed social history is taken, and then 
by one of the nurses who takes the medical 
history (with the aid of a standard 
questionnaire form). The patient then is 
screened for a number of indices eg. blood 
glucose, cholesterol , PBI etc. and a urinalysis 
is done. On the next visit to the clinic a 
complete physical examination is done by the 
physician to whom the patient is assigned. 
Each " new" patient is worked up in this 
manner. 
Three times a week a meeting is held at 
which all staff members must be present. At 
this time any problems which have arisen or 
interesting patients who have been seen are 
discussed. In this way one can benefit from 
the opinions of several people, rather than 
relying solely on one 's own judgement in 
certain difficult situations. 
Enough concerning the organization of the 
Family Practice Unit ; what is the medical 
student 's role here? As I mentioned before, 
some of the U.B.C. medical students do come 
to the unit as part of their fourth year 
clerksh ip. Some come, as I did, on their 
elective ; others came as part of their 
Medicine rotation . I was the only student for 
all of the nine weeks of my stay, wi th the 
exception of the last two weeks. 
It was left up to me just what I wanted to 
do and what responsibi l ities I wished to take. 
I saw most of the patients who came for a 
physician 's appointment, interviewed them , 
examined them and treated them on my own. 
However, there was always one of the 
physicians there more than eager to make 
suggestions or discuss the case if I was in 
any doubt. The teaching was really excellent 
and I thought the doctors went out of their 
way to teach . 
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1 saw all types of patients-infants, 
children, adolescents, " hippies", adults, 
pregnant women, and elderly people with a 
wide variety of physical and mental ailments. 
What struck me most was that these people 
had problems that were never discussed in 
Medical School-like simple ear aches, sore 
throats, colds, diaper rash etc. It 's only when 
you are faced with having to treat such 
problems that you realize how unprepared 
you are! I sometimes thought to myself, "if 
only someone with congestive heart failure 
would come in", at least that I had been 
taught how to handle! To complicate 
diagnosis and treatment further you see 
patients usually in the early stages of d1sease, 
not in the full blown stage as one tends to 
encounter in the hospital. 
Besides learning to deal with many 
people, with many different physical and 
psychological problems during the day, I had 
the opportunity to do some minor surgery and 
learn how to suture. Also, if the opportunity 
had arisen, I would have delivered the babies 
of our expectant mothers. Unfortunately, not 
one of our pregnant mothers came to term 
while I was there. 
Several of our patients were admitted to 
V.G.H. during the summer and I followed 
* 
News and Views 
DR. DOUGLAS SOCKING, Dean of the 
Faculty of Medicine, was elected President of 
the Association of Canadian Medical Colleges, 
at the annual meeting held in Winnipeg in 
October. 
DR. G. G. FERGUSON , a Fellow in the 
Department of Clinical Neurological Sciences, 
was the recipient of the 14th annual award of 
• the American Academy of Neurological 
Sugery, for his manuscript, " Physical Factors 
in the Initiation, Growth and Rupture of 
Human Intracranial Saccular Aneurysms". 
This work was based on a doctoral thesis 
undertaken in the Department of Biophysics 
under the supervision of Dr. Margot R. 
Roach. The award was presented at the 
annual meeting of the Academy in Mexico 
City, November 18 to 22. Dr. Ferguson 's work 
was suported by the Medical Council. 
Medical Professor Visited India 
Dr. John S. McKim a member of Western's 
Department of Paediatrics and Department of 
Community Medicine in the Faculty of 
Medicine, recently visited India. He left 
January 1. 
Dr. McKim is consultant to the Health 
Department and the Family and Children 's 
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their course in hospital and in certain cases 
was in charge of their in-hospital care. In 
B.C. clinical clerks receive a " temporary 
license to practice" so that they can write 
orders without having them countersigned by 
a physician, an eternal problem here in 
Ontario. 
Thursday afternoons were free time at the 
unit with no patients; during this time one of 
the physicians at the clinic arranged tours for 
me at C.A.R.S., Workmen's Compensation 
Rehabilitation Centre, a V.D. clinic, Public 
Health Unit # 1 in downtown Vancouver and 
a medical unit in one of B.C.'s largest 
companies, B.C. Telephone. These 
expeditions were truly fascinating and it was 
interesting to learn just what health facilities 
are available in the Community and what their 
specific functions are. 
All in all it was a most rewarding 
experience. It was fun and rather exciting to 
work with other medical personnel besides 
physicians. Above all I learned how to deal 
with many situations which crop up when 
interviewing and treating patients. I would 
highly recommend this type of elective to the 
present third year students!! 
* 
Services, and is breaking new ground in 
community and social paediatrics. He was an 
official delegate of the Canadian Medical 
Association to a conference of the Indian 
Association for Advancement of Medical 
Education. Dr. McKim submitted a paper for 
the conference and he took part in 
discussions and seminars. 
The purpose of his trip was twofold. As 
project director of the Western-Jawaharlal 
Institute of Postgraduate Medical Education 
affiliation, set up by Western and the 
Canadian International Development Agency 
in 1969, he visited Pondicherry. Official 
support for his trip comes from the Canadian 
Executive Service Overseas. 
Two Western professors , Dr. Wolfgang 
Spoerel, of the Department of Anaesthesia, 
and Dr. Lois Myers, of the Department of 
Radiotherapy, are setting up programs in their 
respective fields now at Jawaharlal. Dr. 
Spoerel is teaching and introducing new 
resuscitative equipment. Dr. Myers is 
introducing a program in radiotherapy using 
radium and radioactive caesium. 
Plans call for a biochemist and 
haematologist to visit Jawaharlal during 1971. 
Dr. Milton Haines, of the Department of 
Biochemistry, has been selected. A 
haematologist has yet to be named. 
Anatomy Professor at Western Ontario 
Receives Modern Medicine A w ard 
MINNEAPOLIS, Minnesota (J anuary 8, 1971) 
-Dr. Mu rray L. Barr of th e Un iversi ty of 
Western Ontario is one of 10 medical 
educators and researchers who have received 
1971 Distinguished Achievement Awards f rom 
MODERN MEDICINE, a leading U.S. medical 
journal. 
Dr. Barr, professor in the Unive rsity 's 
department of anatomy, was among nearly 
250 men and women nominated for th e 
prestigious awards, which have been given 
annually since 1934. Nominations come f rom 
deans of U.S. medical school s, leaders of 
medical organizations, physician-readers of 
MODERN MEDICINE, and members of its 
worldwide editorial faculty . 
Announced as an award recipient in th e 
journal 's January 11 issue, Dr. Barr is cited 
for the discovery of the Barr body, providing 
a means of determining genetic sex and 
giving insight into the sex chromosom es and 
their abnormalities associated with metabolic 
disorders. 
The 62-year-old physician, born on a farm 
near Belmont, Ontario, received his B.A. , M.D. 
and M.Sc. degrees at Western Ontario in 
1930, 1933 and 1938. He also holds doctor of 
laws degrees from Queens University (1963) 
and the University of Toronto (1964) . 
After service with the Royal Canadian Army 
Medical Corps, Dr. Barr joined the Western 
Ontario faculty in 1945 and became professor 
of anatomy in 1951. He was named 
department chairman in 1964 but resigned 
three years later to devote more time to 
teaching and research . 
Dr. Barr received the medal of the 
American College of Physicians, of which he 
is a fellow, and the Joseph P. Kennedy , Jr., 
Foundation Award in 1962. He received the 
Award of Merit of the Gai rdner Foundation in 
1963, the F.N.G. Starr Medal of the Canadian 
Medical Associat ion in 1967, and the Maurice 
Goldblatt Cytology Award of the International 
Academy of Cytology and the Medal of 
Service of the Order of Canada in 1968. 
The other Canadian rec ipient of the award 
is : 
D. Harold Copp, M.D., professor and head 
of the department of physiology, University of 
British Columbia-investigations into 
metabolism and parathy roid gland functions , 
and discovery of th e hormone thyrocalci tonin . 
Eight U.S. recipients in 1971 , whose names 
appear with sketches and biographical 
info rmation in MODERN MEDICINE's January 
11 issue, and the ir sc ienti fic contributions 
are: 
DonaldS. Fredrickson, M.D., chief of the 
molecular disease branch and director of 
intramural research , National Heart and Lung 
Institute-research in the prevention of heart 
disease by d ietary controls. 
Hans H. Hecht, M.D., Blum-Riese professor 
of med icine and physiology, and chairman of 
the department of cardiology, University of 
Chicago-stud ies in hemodynamics, cardiac 
electrophysiology, and heart failure in lung 
disease. 
Rebecca C. Lancefield, Ph.D. , emeritus 
member and professor of microbiology, The 
Rockefeller University-research in strepto-
coccal infections and organization of a 
system for classifying pathogenic micro-
organisms. 
Joseph H. Ogura, M.D., professor and head 
of the department of otolaryngology, 
Washington University-refinement of 
laryngeal cancer surgery to preserve 
swallowing and speech functions. 
Albert Starr, M.D., professor of surgery and 
chief of cardiopulmonary surgery, University 
of Oregon-invention and use of a practical 
artificial heart valve. 
Earl W. Sutherland Jr. , M.D., professor of 
physiology, Vanderbilt Univers ity-explanation 
of enzymatic and hormonal mechanisms that 
regulate metabolism, and discovery of a 
specific chemical that mediates hormone 
action. 
Orvar Swenson, M.D., professor of surgery, 
Northwestern Univers ity, and surgeon-in-chief 
at Chicago's Children 's Memorial Hospita l-
dedication to the improvement of surgery in 
infants and child ren. 
Paull . Terasaki, Ph.D. , professor of 
surgery, University of California at Los 
Angeles-development of tissue typing and 
matching methods leading to successful 
organ transplantation . 
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Class News 
MEDS' 71 
Fourth year would like to announce that no 
news is good news. 
The Silent Phantom 
MEDS '72 
'72 did it again. 
Those ethereal figures floating around the 
halls took a while to come down to earth 
after that beautiful moon shot on December 
9th. Too bad Angus had to make our moment 
of triumph so anti-climactic. 
Port Stanley was the site of the class ' 
pre-holiday merry-making. Fortunately for the 
bleary-eyed merrymakers, Ted Quigley had 
the foresight to avoid the Christmas map-
reading difficulties of yore, by hiring a bus. 
In search of melanocyte stimulation, several 
72ers headed for Florida over the holidays. 
Paul Hammerich , Rocco Gerace, Bob Miller, 
their wives and five others squeezed into a 
trailer for their travels. Ralph Hellens and 
Karl Hartwick also headed south. The 
mountains of Vermont were the destination of 
Ted Clark, Ross Cameron, Bob Lanz and Ted 
Quigley. Marg Bains and her husband 
celebrated Christmas in Port Albernie, B.C. 
Hytham Kadrie travelled half way round the 
world to pick up his bride in Senegal , Africa. 
Speaking of brides, congratulations to 
Carol (Colthart) Brock, and Judy (Wyatt) 
Yoshi who chose December 19th as their big 
day. Ted Clark ended his bachelorhood on 
the same day. Soon to join the ranks are 
Paul Armour, Bob Hay, Paul Henry, Robin 
Inkster and Blair Marchuk. 
Marilyn Hopp 
• MEDS '73 
Meds '73 welcomed in the New Year with 
the first celebration of annual Christmas Tie 
Day. For all who missed the exciting 
festivities I' ll announce that this year's 
winner of the A. N. Memorial Award for the 
worst Christmas tie was won by Ray Corrin 
and his palm tree. 
Without a doubt, Pete Gutmanis spent the 
best holiday of all of us-in Austria with his 
girlfriend-life's rough all over isn 't it Pete? 
Merrymakers John Crosby and Syd 
Crackower came up with a fine Tachycardia 
show which featured the following highlites ; 
B's decolletage, Syd 's shingle, Randy's 
posterior and Renata 's spicy meatball. By the 
way, if anyone knows the secret of removing 
axle grease from hair would he please 
contact Tom Bell at 433-8338. 
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Congratulations go out to Dell King who 
won the men's table tennis contest in 
intramural sports. I've heard that Dwight is a 
fine hockey player-it's a shame he 's not 
more proficient at keeping his microscope 
objectives out of cultures of Candida-thrush 
anyone? 
For all those in Bact who missed the 
answer to the questions on disinfection, I 
have the following information-a reliable 
source has informed me that gamma globulin 
is definitely not sterilized by immersing it in 
a gallon of water containing Bio-Ad 's active 
enzymes. For all those who answer as such-
nice try! 
Betty Laslo 
MEDS' '74 
Now that half the year is over, we in '74 
feel a part of the medical school. After 
stumbling through the first two quarters, 
going through Tachy and the Christmas 
horror show (exams) we are initiated into the 
" system" . 
Our effort in Tachy '70 was a great 
success. Although we did not win we 
managed to get about half the class involved, 
which from what I hear isn't bad. Thanks and 
congratulations should go to Larry Patrick, 
Dave Lloyd and our merrymaker Pete 
Johnston who dedicated many hours of their 
time to produce " Genital Hospital". All those 
who got involved had a great time despite the 
fact that exams started the very next week. 
The party after Wednesday's performance had 
a good representation from our class and all 
present including Dr. Squires had a great 
time. To all those who didn't care enough to 
participate in this CLASS project-! hope 
your cloud doesn't get too crowded. 
For the Christmas party we decided to try 
something a little different-a party for 
underprivileged children . Fifty yelling and 
screaming kids were accommodated at AKK. 
Hotdogs, pop and various candies were 
served while most of the class tried 
desperately to keep their sanity. The climax 
of the afternoon was the appearance of Santa 
(Rich Minielly) who distributed presents to all 
the children. Many of our Profs and their 
children also attended. We would like to 
thank AKK fraternity for donating the use of 
their house. The afternoon also had its 
comical moments-didn 't it Mike? Mike Biggs 
had a very hair raising experience-one 
which he won 't soon forget. For more 
information contact Mike. 
After packing the kids off home and 
cleaning up the mess the party continued , 
and so ended 1970. 
Andy Nolewajka 
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